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CHLOROMYCETIN SUCCINATE is a soluble 
ester of CHLOROMYCETIN that can be admin- 
istered intramuscularly, intravenously, or sub- 
cutaneously. Highly soluble in water or other 
aqueous parenteral fluids, CHLOROMYCETIN 
SUCCINATE solution is easily prepared for 
use by recommended parenteral routes in a 
wide range of concentrations. Tissue reaction 
at the site of injection is minimal,! permitting 
continuous daily dosage, even in pediatric 
patients.® 

RAPID, EFFECTIVE BLOOD LEVELS 
CHLOROMYCETIN SUCCINATE is rapidly 
hydrolyzed by body esterases and produces 
effective blood and tissue concentrations of 
CHLOROMYCETIN within a short time.! 
Although the intravenous route provides high 
immediate serum concentrations, after four 
hours the blood levels of CHLOROMYCETIN 
for all three routes are about equal, and effec- 
tive concentrations are maintained for eight 
hours.? 

WIDE-SPECTRUM ANTIMICROBIAL EFFECTIVENESS 
CHLOROMYCETIN SUCCINATE, providing 
broad-spectrum antimicrobial effectiveness, 
may be used whenever CHLOROMYCETIN is 
indicated. It has produced effective response 


TYPICAL CLINICAL EXPERIENCE 
WITH CHLOROMYCETIN SUCCINATE 
RESULTS 
Number of Excellent 

Type of infection Patients toGood Fair Poor 
Respiratory*** 32 32 
Shigella dysentery* 14 14 
Enteritis" 10 6 2 2 
Bacteremia** 5 5 
Meningitis** 4 3 1s 
Rocky Mountain 

spotted fever** 2 2 
Ear abscess with 

cellulitis‘ 1 
Lung abscess* 1 1 
Typhoid fever® 1 1 
TOTALS 70 64 2 4 


*Includes 15 patients who were administered 
CHLOROMYCETIN SUCCINATE by nebulization 
under intermittent positive pressure breathing. 


**Patient was hydrocephalic at birth; cerebrospinal 


fluid was sterile at time of death. 


PARKE, DAVIS & COMPANY DETROIT 32, MICHIGAN [p\ * 


in respiratory, gastrointestinal, and rickettsial 
infections.>-5 Because of the rapid, effective 
blood levels of CHLOROMYCETIN provided, 
it is especially useful in Hemophilus influen- 
zae meningitis, in certain septicemias, typhoid 
fever, and other Salmonvlla infections.*5 
WELL TOLERATED 

CHLOROMYCETIN SUCCINATE is well toler- 
ated, even by small children. Signs of irritation 
at injection sites have been few.!- Its relative 
freedom from irritation makes it possible to 
use CHLOROMYCETIN SUCCINATE for pro- 
longed periods in patients who are not able 
to take oral medication. 


DOSAGE AND ADMINISTRATION— Adults: 1 Gm. 
every six to eight hours. Children: 100 mg. per 
Kg. of body weight per day in divided doses 
at six- to eight-hour intervals. The total dose 
in children should not exceed the adult dose 
of 1 Gm. given at any single injection, with 
exception of treatment of Hemophilus influ- 
enzae meningitis in which higher doses are 
employed. 

In all cases, severity of infection and clinical 
response to therapy should be the guiding fac- 
tors determining the proper dosage schedule. 
Premature and full-term newborn infants 
require special dosage supervision. For details 
see literature. 


SUPPLY— CHLOROMYCETIN SUCCINATE 
(chloramphenicol sodium succinate, Parke- 
Davis) is supplied in Steri-Vials,* each contain- 
ing the equivalent of 1 Gm. chloramphenicol; 
packages of 10. 


CHLOROMYCETIN is a potent therapeutic agent 
and, because certain blood dyscrasias have been 
associated with its administration, it should not 
be used indiscriminately, or for minor infections. 
Furthermore, as with certain other drugs, ade- 
quate blood studies should be made when the 
patient requires prolonged or intermittent therapy. 


REFERENCES —(1) Glazko, A. J., et al., in Welch, H., & Marti- 
Ibaiez, E: Antibiotics Annual 1957-1958, New York, Medi- 
cal Encyclopedia, Inc., 1958, p. 792. (2) Unpublished data: 
Research Laboratories, Parke, Davis & Company, 1958. (3) 
Ross, S.; Puig, J. R., & Zaremba, E. A., in Welch, H., & Marti- 
Ibanez, FE: Antibiotics Annual 1957-1958, New York, Medical 
Encyclopedia, Inc., 1958, p. 803. (4) Payne, H. M., & Hackney, 
R. L., Jr.: ibid., p. 821. (5) McCrumb, E R., Jr.; Snyder, M. J., 
& Hicken, W. J.: tbid., p. 837. , 
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NOW many more 
hypertensive patients 


may THE FULL 
BENEFITS 
CORTICOSTEROID 
THERAPY 


Except for one case of mild blood-pressure elevation (150/90) no hypertension 
was seen in any of 1500 patientst as a result of treatment with DECADRON—the 
new and, on a milligram basis, most potent of all corticosteroids. Hypertension 
induced by other steroids diminished or disappeared. 


Thus with DECADRON, hypertension no 
longer appears to be a contraindication to 
successful corticosteroid therapy. And 
the dramatic therapeutic impact of 
DECADRON was virtually unmarred by 
diabetogenic or psychic reactions... 
Cushingoid effects were fewer and milder 
. .. and there were no new or “‘peculiar’’ 


, side effects. Moreover, DECADRON helped 
| restore a “‘natural” sense of well-being. 
* tAnalysis of clinical reports. 


DEXAMETHASONE 
*DECADRON is a trademark of Merck & Co., Inc. ©1959 Merck 


treats more patients & Co., Inc. 


MERCK SHARP & DOHME 
more effectively “Oo DIVISION OF MERCK & CO., inc., PHILADELPHIA 1, PA. 
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Improve appetite and energy 
with ample amounts of vitamins —B,, Bg, Bie. 
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strengtnen bodies with needed protein 
Through the action of |-Lysine, cereal and 
other low-grade protein foods are up-graded 
to maximum growth potential. 


discourage nutritional anemia 
with iron in the well-tolerated form of 
ferric pyrophosphate. 


new 


ysine-Vitam 


WITH IRON SYRUP 


delicious ful daily. Available in botties of 4 and oz. 
cherry 


tron (as Ferric Pyrophosphate) ......cccececcseccsecesessseere 30 mg. 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qaterio) 


10 VirGINIA Mepicat MoNnTHLY 


: 
° 
| 
is 
@ 
~ 
In 
1 


Napoleon exhibited ulcer symptoms through most of 
his adult life, yet he scorned medication for his ever- 
lasting “spasms of nervous origin.” He ignored his 
infirmities with violent naiveté despite an intense in- 
terest in medical science. Thus, the classic hand-in- 
coat pose may have been the result of his paroxysms 
of gastric pain that sliced “like the stab of a penknife.” 


When your patient is besieged with an ulcer, 
Robins provides you with an armamentarium 
sufficient to repel it. 


frontal assault—If your tactics dictate Local 
Action, try ROBALATE,® which is dihydroxy 
aluminum aminoacetate (0.5 Gm. per tablet or 
5 cc.), an antacid of definitely superior efficacy. 


encirclement — If you prcfer to approach the 


ulcer Systemically, prescribe 
q: J) 


linergic-antispasmodic-sedative with the time- 
tested natural belladonna alkaloids and pheno- 
barbital, a veteran campaigner without peer. 
FORMULA: hyoscyamine sulfate, 0.1037 mg.; 
atropine sulfate, 0.0194 mg.; hyoscine hydro- 
bromide, 0.0065 mg.; and phenobarbital (14 
gr.), 16.2 mg. 


multi-pronged attack —If you relish the 
strategy of combining antacid and antispasmod- 
ic-anticholinergic effects, use DONNALATE ® 
It combines one-half of a DONNATAL tablet 
with one ROBALATE, ideal allies for compre- 
hensive ulcer therapy. 


Victory will be yours. 
A. H. ROBINS CO., INC. «e RICHMOND, VA. 
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CERTAINTY 
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ymmon antibiotic for common infections 


after millions of prescriptions 


...an unparalleled safety record 


provides fast, high blood and tissue 
concentrations 


Because ERYTHROCIN Stearate is rapidly ab- 
sorbed, patients get therapeutic blood and tissue 
levels within 30 minutes. High, peak levels occur 
between one and two hours—and effective con- 
centrations are maintained for at least six hours. 
Always at hand, then, against more critical in- 
fections is ERYTHROCIN-I.M.—the only intra- 
muscular form of erythromycin available. 


backed by years of clinical effectiveness 
Actually, every prescription you write for 
ERYTHROCIN is backed by more than six years 
of clinical effectiveness against coccal infections. 
And, with the problem of antibiotic resistance 
becoming more important daily, the value of 
ERYTHROCIN as a day-to-day anticoccal agent is 
dramatically underlined. 


supported byan unparalleled safety record 
During all the years ERYTHROCIN has been pre- 
scribed, serious reactions have been practically 
nonexistent. Unlike penicillin, allergy is no 
problem. And, in contrast to “broad-spectrum” 
action, the normal flora of the intestinal tract is 
virtually unaltered with ERYTHROCIN therapy. 
offers bactericidal activity 

Unlike broad-spectrum antibiotics, ERYTHROCIN 
is classed as a bactericidal antibiotic. It offers 
lethal action against common coccic invaders— 
resulting in prompt clinical response. 

provides convenient dosage forms 

Usual adult dose is 250 mg. four times daily. 


Children’s dosage is reduced in proportion to 
body weight. ERYTHROCIN comes in Filmtabs® 
(100 and 250 mg.), bottles of 25 and 100. Also in 
oral suspension and for intramuscular use. Won’t 
you prescribe ERYTHROCIN doctor? Pott 


if you’re concerned with blood levels... 


Dotted line shows actual inhibitory concentrations 
against most organisms. Note the high ranges and 
medians of ERYTHROCIN Stearate at one, two, four 
and six hours. Data represents three studies with 
adults. Each was given one 250-mg. Filmtab. 


And where you need a consistent uniform response 
that only an injectable form can provide, remember— 
ERYTHROCIN-I.M.(Erythromycin Ethyl Succinate, 
Abbott) and ERYTHROCIN LACTOBIONATE. 


@Filmtab—Film-sealed tablets, Abbott; pat. applied for. 
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NOW-—YOU CAN GET THE 
UNSURPASSED ADVANTAGES 


OF ARISTOCORT 0 
IN SALICYLATE | 
COMBINATION | | ‘ | | S 


Aristogesic combines the anti-inflammatory effects of Aristocort® Triamcinolone 
with the analgesic action of a most potent salicylate. This means that the dosage 
of each is substantially lower than that ordinarily required for each agent alone. 
With Aristogesic the physician has exceptionally wide latitude in adjusting the 
dosage to the lowest effective level. 


The possibility of gastric distress from either salicylamide or corticosteroid is 
minimized because of lower dosage required. This is further reduced by the 
buffer action of alumimum hydroxide. And the ascorbic acid helps meet the 
increased need for this vitamin in stress conditions. Because of the low dosage, 
side effects with Aristogesic have been relatively infrequent and minor in nature. 
However, more serious side effects have traditionally been observed on all 
corticosteroid therapy. Patients on long-term Aristogesic therapy should, 
therefore, be observed carefully. 
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Steroid—Analgesic Compound LEpERLE 


nolone for relief of chronic—but less severe pain of rheumatic origin 
dosage 
j Indications: Mild cases of 
synovitis, bursitis, mild spondylitis, 
ing the myositis, fibrositis, neuritis and 

certain muscular strains. 

Dosage: Average initial dosage: 
es 2 capsules 3 or 4 times daily. 
roid 1s Maintenance dosage to be 

by the adjusted according to response. 

Each Aristogesic Capsule contains: 
eet the aRisTocorT® Triamcinolone 

Salicylamide . . . . 325 mg. 

nature, Aluminum Hydroxide . . 75 mg. 
all Ascorbic Acid 20 mg. 

Supply: Bottles of 100. 

should, 
Collagen tissue (x250) 
PTRACEMARK 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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THE HOUSE-CALL ANTIBIOTIC 


Wide range of action is reassuring when culture and sensitivity tests 
are impractical. 


Effectiveness demonstrated in more than 6,000,000 patients since 
original product introduction (1956). 


COSA-SIGNEMYCIN 


tetracycline 


eee capsules @ oral suspension w pediatric drops 


125 mg. raspberry flavored, raspberry flavored, 
250 mg. 2 oz. bottle, 125 ~*~ 10 ce. bottle (with 
per teaspoonful (5 cc.) calibrated dropper), 
5 mg. per drop (100 mg. 
per cc.) 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX* 


“ATARAX appeured ts 


anxiety and r 
sleep 
the child 


The developm rit 


(brand of hydroxyzine) 


ar ty. sakes 
out-patient use in off) oe 


IN WORKING 
ad 


“effective | in 
ting tefision and 


op excellent for 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10m 3-6 years, one tablet t.i.d. 
behavior disorders tabl over 6 years, two tablets t.i.d. 
Syrup 3-6 years, one tsp. t.i.d. 
over 6 years, two tsp. t.i.d. 
For adult tension 25 m one tablet q.i.d. 
and anxiety tabl 
Syrup one tbsp. q.i.d. 
For severe emotional 100 mg. one tablet t.i.d. 
disturbances tablets 
For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- 
and emotional Solution cularly, 3-4 times daily, at 
emergencies 4-hour intervals. Dosage for 
children under 12 not 


ATARAX 


: Supplied: Tablets, bottles 

: of 100. Syrup, pint bottles. 
: Parenteral Solution, 10 cc. 

multiple-dose vials. 


References: 1. Smigel, J. O., 
et al.: J. Am. Ger. Soc., 

in press. 2. Freedman, A. 
Pediat. Clin. North America 
5:573 (Aug.) 1958. 3. Ayd, F. J., 
Jr.: New York J. Med. 57:1742 
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H. C.: New York J. Med. 
58:1684 (May 15) 

5. Coirault, M., et al.: Presse 
méd. 64:2239 (Dec. 26) 1956. 
6.Bayart, J.: Presented at 
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Trancopal 


the first true tranquilaxant* 


Potent MUSCLE RELAXANT 
... Equally effective as a TRANQUILIZER 


* tran-qui-lax-ant (tran’kwi-lak’sant) [ <L. tranquillus, 


quiet; L. laxare, to loosen, as the muscles] 


Trancopal, a major development of Winthrop 
research, is a new orally administered 
nonhypnotic central relaxant and tranquilizer. 
It relieves muscle spasm in a variety of 
musculoskeletal and neurologic conditions 
and also exerts a marked tranquilizing effect 


in anxiety and tension states. 


Unrelated chemically to any other drug in 
current use, Trancopal offers a completely new 
major chemical contribution to therapeutics. 
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ii Chlormezanone: 2-(4-chloropheny!)-3- 
methy!-4-metathiazanone-1-dioxide 
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Thoroughly evaluated clinically... 


Clinical studies of 4092 patients by 105 physicians’ have demonstrated that Trancopal 
often is effective when other drugs have failed. From these studies it is evident that 
Trancopal can provide more help for a greater number of tense, spastic, and/or 
emotionally upset patients than can any other chemotherapeutic agent in current use. 


In musculoskeletal conditions: 


effective in y | of patients 


INDICATIONS 
Low back pain (lumbago) Neck pain (torticollis) 
Bursitis Rheumatoid arthritis 
Osteoarthritis Disk syndrome 
Fibrositis Joint disorders (ankle sprain, 
Myositis tennis elbow, etc.) 


Postoperative myalgias 


By relieving muscle spasm and pain, Trancopal permits early and active purposeful 
exercise and physical therapy to accomplish maximal benefits for rapid recovery. 


Dosage: One Caplet (100 mg.) orally three or four times daily. Relief of symptoms 
occurs in fifteen to thirty minutes and lasts from four to six hours. 
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In anxiety and tension states 


| effective in of patients 
O 


INDICATIONS 
Anxiety and tension states Dysmenorrhea 
Premenstrual tension Asthma 
Emphysema Angina pectoris 


Because of its exceptional calmative property, Trancopal “... allows the patient to 
use his energies in a more productive manner in overcoming his basic problem.” 


MUSCULOSKELETAL 
CONDITIONS 


PSYCHOGENIC 
CONDITIONS 


1163 Patients TOTAL 4092 Patients 


MAJOR IMPROVEMENT 
84% 


Of the total patients treated, Trancopal produced excellent results in 43 per cent, good 
results in 41 per cent, fair results in 6 per cent, and poor results in 10 per cent. 


Better tolerated and safer than older drugs’ 


With Trancopal there is no clouding of consciousness, no euphoria or depression. Even 
in high dosage, there is no perceptible soporific effect. Because it does not irritate 
gastric mucosa, it can be taken without regard to mealtimes. Administration does not 
hamper work — or play. There are no known contraindications. Blood pressure, pulse 
rate, respiration and digestive processes are unaffected by therapeutic dosage. 

Toxicity is extremely low. And Trancopal has a lower incidence of side effects than 
has zoxazolamine, methocarbamol or meprobamate. 


ms 


4 

2929 Patients 


Comparison with 3 widely used central relaxants 


When compared with three widely used central relaxants for activity, safety and clinical effectiveness, 
Trancopal offers definite desirable advantages. 


for activity 


In the usual human dose, Trancopal is four to ten 
TRANCOPAL Meprobamate Zoxazolamine Methocarbamol times as potent per milligram. 


Mice=—LD,. 


Safety Ratio = 
Usual Human Dose 


for safety 
Comparative pharmacologic tests showed that 
Trancopal is up to thirteen times as safe or up to 


thirteen times less toxic. The measure of safety 
was the LDso in mice/usual human dose. 


TRANCOPAL Meprobamate Zoxazolamine Methocarbamol 


for clinical effectiveness 


A clinical comparison in low back pain, torticollis, 
bursitis and anxiety states showed that Trancopal 


is up to four times as effective. Each of the 40 
De a patients received all four drugs in random rota- 
as tion for several days. Although each of the four 
if . gave some relief, only the one providing the most 
TRANCOPAL Meprobamote Methocarbamol Zoxazolamine effective relief was recorded. 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


References: 1. Cooperative Study, Department of Medical Research, Winthrop Laboratories. * 2. Gans, S.E.: To 
be published. + 3. Lichtman, A.L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 


Potent 


the first true tranquilaxant 
MUSCLE RELAXANT 
..- Equally effective as a 
TRANQUILIZER 


Trancopa! (brand of chlormezanone) and Caplets, (| )nthiop Laboratories New York 18, New York 


Printed in U.S. A. 3-59 (4027 


trademarks reg. U.S. Pat. Off 
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AN 
AMES 
CLINIQUICK™ 


CLINICAL BRIEFS 
FOR MODERN PRACTICE 


How can the problem of “nostchole- 


that ” 
cystectomy syndrome’ be reduced? 
safety A “routine” operative cholangiogram is now recommended in addition to 
thorough surgical exploration, reducing the number of cholecystectomized 
patients later presenting the same symptoms as before the operation. 
Source: Vazquez, S. G.: J. Internat. Coll. Surgeons 28:394, 1957, 
1eSS for pre- and postoperative 
‘colli management of biliary D EC 4 OLI N° 
ico tract disorders... “therapeutic bile” 
incopa 
the ov Hydrocholeresis with DECHOLIN combats bile stasis by flushing the biliary tract 
, with dilute, natural bile... 
— * corrects excessive bile concentration 
he four + helps to thin gallbladder contents 
1e most + benefits patients with chronic cholecystitis, noncalculous cholangitis, and 
biliary dyskinesia 
DECHOLIN 
in functional G.I. distress... 
with BELLADONNA 
reliable spasmolysis ens 
improved liver function Elkhart Indiana 
Toronto Canada 
available: DECHOLIN Tablets: (dehydrocholic acid, AMES) 3% gr. 1 
(250 mg.). Bottles of 100, 500 and 1,000; drums of 5,000. 
DECHOLIN with Belladonna Tablets: (dehydrocholic acid, AMES) 
NT 3% gr. (250 mg.) and extract of belladonna % gr. (10 mg.). 
Bottles of 100 and 500. 
60659 
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|. IN OFFICE SURGERY . 


ELECTIVE AND TRAUMATIC 


use XYLOCAINE first... 
as a local anesthetic 
or a topical anesthetic 


SPRAY INFILTRATION | NERVE BLOCK 


Xylocaine HC) solution, the versatile anesthetic for general office sur- 
gery, relieves pain promptly and effectively with adequate duration 
of anesthesia. It is safe and predictable. Local tissue reactions and 
systemic side effects are rare. Supplied in 20 ce. and 50 cc. vials; 0.5%, 
1% and 2% without epinephrine and with epinephrine 1:100,000; also 
in 2 ce. ampules; 2% without epinephrine and with epinephrine 
1:100,000. 


XYLOCAINE’ Hci SOLUTION 


(brand of lidocaine*) 


ae Astra Pharmaceutical Products, iInc., Worcester 6, Mass., U.S.A. 


PAT. NO. 2.441.498 MADE IN USA, 


Vircinta Mepicat MontHLY 
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BASIC PROGRESS 


FROM BASIC RESEARCH 


HYDROCHLOROTHIAZIDE 


a new measure of activ 
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edema 


whenever there is need for diuresis 


hypertension 


effective by itself in some patients— always as background 
medication in any antihypertensive regimen. 


summary of clinical information — HYDRODIURIL (HYDROCHLOROTHIAZIDE) 


IN EDEMA: 


@ greater oral effectiveness than with any other class of diuretic agent 
@ diuretic effectiveness maintained even on prolonged daily administration 
w@ 25 mg. HYDRODIURIL orally is equivalent to 1.6 cc. meralluride |.M. 


m@ has been reported to be effective even in patients who did not respond 
satisfactorily to other diuretics 


@ low toxicity—extremely well tolerated 


@ often achieves the benefits of a low salt diet without the 
unpleasant restrictions 
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HYDRODIURIL (HYDROCHLOROTHIAZIDE) 
w highly-active derivative of chlorothiazide 
w Similar qualitatively to chlorothiazide but 10 to 12 times more potent 
gw loss of potassium is clinically insignificant in the great majority 
of patients on normal diets 


IN HYPERTENSION: 


w Provides background therapy in any antihypertensive regimen (by itself, 
HYDRODIURIL adequately controls hypertension in some patients) 


w has been reported by some investigators to have a greater antihypertensive 
effect in some patients than does chlorothiazide at equivalent dose levels 


w does not lower blood pressure in normotensives 
mw markedly potentiates other antihypertensive agents 


mw 'educes dosage requirements for other agents, often with concomitant 
reduction in their distressing side effects 


g@ smooths out blood pressure fluctuations 


HYDROCHLOROTHIAZIDE 4 

¥ : 

{ | 

WA 
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RECOMMENDED DOSAGE RANGE 


HYDROCHLOROTHIA ZIDE 


IS INDICATED IN: 


1 Hypertension 

2 Congestive heart failure of all degrees of severity 

3 Premenstrual tension (edema) 

4 Edema of pregnancy 

5 Renal edema—nephrosis; nephritis 

6 Cirrhosis with ascites 

7 Drug-induced edema 

8 as adjunctive therapy in the management of obesity 


complicated by edema 


in EDEMA: one to two 50 mg. tablets HYDRODIURIL once or twice a day 


in HYPERTENSION: one or two 25 mg. tablets or one 50 mg. tablet HYORODIURIL once or twice a day. (When HYDRODIURIL is used with 
a ganglion blocking agent, it is mandatory to reduce the dose of the latter by at least 50 per cent, immediately upon adding HYDRODIURIL to 


the regimen.) 
SUPPLIED as 25 mg. and 50 mg. scored tablets, in bottles of 100 and 1000. 


PRECAUTIONS : 


It is important that dosage be adjusted as frequently as the needs of the indi- 
vidual patient demand. 


HYDRODIURIL has shown no adverse effects on renal function and is essentially 
not nephrotoxic; for this reason it may be used with excellent results even in 
patients for whom organomercurials are contraindicated because of renal damage. 
The excretion of potassium is much lower than that of sodium and chloride and, 
as is the case with DIURIL®, the loss of potassium is clinically insignificant in 
the great majority of patients on normal diets. If indicated, this potassium loss 
may be easily replaced by including potassium-rich foods in the diet (orange 
juice, bananas, etc.). 


Additional information on HYDRODIURIL is available on request. 


BIBLIOGRAPHY: 

1. Esch, A.F., Wilson, 1.M., Freis, E.D.: 3,4-Dihydrochlorothiazide: Clinical 
Evaluation of a New Saluretic Agent. Preliminary Report; M. Ann. District of 
Columbia 28:9, (Jan.) 1959. 

2. Ford, R.V.: The Clinical Pharmacology of Hydrochlorothiazide; Southern Med. 
J. 52:40, Gian.) 1959. 

3. Fuchs, M., Bodi, T., Irie, S., and Moyer, J.H.: Preliminary Evaluation of Hydro- 
chlorothiazide (‘HYDRODIURIL’); M. Rec. & Ann. §1:872, (Dec.) 1958. 

4. Moyer, J.H., Fuchs, M., Irie, S., and Bodi, T.: Some Observations on the 
Pharmacology of Hydrochlorothiazide; Am. J. Cardiol. 3:113, (Jan.) 1959. 

*HYDRODIURIL and DIURIL are trademarks of Merck & Co., INC. 

Trademarks outside the U.S.: DICHLOTRIDE, DICLOTRIDE, HYDROSALURIC. 


Gap MERCK SHARP & DOHME 
Division of Merck & Co., INc., Philadelphia 1, Pa. 
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Convenient information for 
physicians starting diabetic 
patients on 


DIABINESE 


simple once-a-day dosage in practice 


During the initial control period, the patient should check 
his urine at frequent intervals, and report at least once weekly 
for review of symptoms, physical examination, urine and/or 
blood examination for glucose. 


The NewP atient, no previous antidiabetic therapy) 


1. Initial daily dose 500 mg. (2 tablets of 250 
mg. each) with breakfast. 


2. In elderly patients, initial dose 250 mg. (1 
tablet) daily. 


3. CONTROL PERIOD 


(a) If blood sugar reaches normal levels 
after three to seven days, or if glycosuria dis- 
appears, lower daily dose of 500 mg. to a level 
between 250 mg. (1 tablet) and 375 mg. (1% 
tablets of 250 mg.) with breakfast daily. In 
elderly patients, dosage may be reduced to as 
low as 100 mg. 


(b) If hyperglycemia or glycosuria persists 
or develops, increase the daily dose from 500 
mg. to 625 mg. (2% tablets of 250 mg.) with 
breakfast daily. In elderly patients, dosage 
should be increased from 250 mg. according to 
patient response. 


(c) Continue weekly adjustments during 
first month of therapy until maintenance dose 
has been established. Adjustments below 250 
mg. daily are best made in steps of 100 mg. (one 
100 mg. tablet). The maintenance dose may 
occasionally be as low as 100 mg. (one 100 mg. 
tablet daily) or, rarely, as high as 1.0 Gm. (four 
250 mg. tablets) daily. Do not exceed daily dose 
of 1.0 Gm. 


Transfer of Patient from Insulin 


1. If patient is taking 40 or less units of insulin 
daily and gives no history of severe or “brittle” 
diabetic response, discontinue insulin and re- 
place with DIABINESE as in The New Patient. 


2. Complete control period as for The New 
Patient. Priming (“loading”) doses should not 
be used. 


3. If patient is taking more than 40 units of 
insulin daily, or shows evidence of severe or 
brittle diabetes, reduce insulin dose by 50 per 
cent and initiate DIABINESE therap, as for The 
New Patient. Further reduction of insulin dos- 
age depends on patient response. : 


Transfer of Patient from 
Other Oral Medication 


Where less than satisfactory control has been 
achieved with other oral medication, or where 
a change to once-a-day dosage is desired, 
DIABINESE may be successfully substituted. 
Such a transfer may be made by discontinuing 
previous oral medication, substituting 
DIABINESE, and continuing control period as 
for The New Patient. Avoid priming doses. 


The clinical safety of DIABINESE has been estab- 
lished by more than two years’ trial. By adher- 
ence to the above dosage schedule, side effects 
of DIABINESE will generally be infrequent, 
mild, and transient. 


DIABINESE 


brand of chlorpropamide 
once-a-day dosage 
THE MOST EFFECTIVE ORAL ANTIDIABETIC AVAILABLE 


SUPPLIED. Tablets, 250 mg., bottles of 60 and 250, white, scored. 
100 mg., bottles of 100, white, scored. 


Science for the world’s well-being Pfizer) PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N. Y. 
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the higher 
blood levels of 
potassium 
penicillin V 


FOR 
THOSE 
COMMON 
BACTERIAL 
PROBLEMS 
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IN FILMTAB® / IN ORAL SOLUTION 
AND IN COMBINATION WITH SULFAS 


INDICATIONS 

Against all penicillin-sensitive organisms. When 
combined with Sulfas, CoMPociLLIN-VK is 
especially effective in treating mixed infections 
such as may occur in the respiratory or urinary 
tract. 


DOSAGE 

Range is from 125 mg. (200,000 units) three 
times daily to 250 mg. (400,000 units) every 
four hours. Children’s dosage is determined by 
body weight. When combined with sulfa triad, 
range is one Filmtab three times daily to two 
Filmtabs every four hours. 


SUPPLIED 

CoMPOCILLIN-VK Filmtabs: 125 mg. (200,000 
units), bottles of 50 and 100; 250 mg. (400,000 
units), bottles of 25 and 100. 


CoMPOCcILLIN-VK Granules for Oral Solution: 
In 40-ce. and 80-ce. bottles. When reconsti- 
tuted, each tasty 5-cc. teaspoonful of cherry- 
flavored solution represents 125 mg. (200,000 
units) of potassium penicillin V. 


COoMPOCILLIN-VK with Sulfas: Each Filmtab 


contains 125 mg. (200,000 units) of potassium 
penicillin V and 500 mg. of sul- 


fonamides. At all pharmacies. Obbett 


(POTASSIUM PENICILLIN V) 


Units/cc. 
16 


14 


12 


10 


Hours VY, 1 2 4 


Gam The highest levels of Filmtab Compocillin-VK. 
ee The median levels of Filmtab Compocillin-VK. 


Note the high upper levels and averages at ¥ hour, and 
at 1 hour. 


Doses of 400,000 units were administered before meal- 
time to 40 subjects involved in this study. 


SLM TAS—FILM-SEALEO TASLETS, ABBOTT; PAT. APPLIED FOR, 
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95% effective in published cases*’ 
No. of 
Conditions treated Patients Improved __—_—‘Faiiure 
ALL INFECTIONS 558 80 30 
Respiratory infections 258 KD] 1s | 
Pharyngitis and/or tonsillitis 65 5 2 
Pneumonia 90 17 7 
Infectious asthma 44 6 
Otitis media 31 : 2 
Other respiratory 28 7 4 
(bronchitis, bronchiolitis, 
bronchiectasis, pneumonitis, 
laryngotracheitis, strep throat) ; 
Skin and soft tissue infections 230 a 38 7 
Infected wounds, incisions and 
lacerations 41 8 
Abscesses 51 8 
Furunculosis 58 6 1 
Acne, pustular 43 15 ~ 
Pyoderma 19 
Other skin and soft tissue 18 1 le 
(infected burns, cellulitis, 
impetigo, ulcers, others) 
Genitourinary infections 28 es 3 5 
Acute pyelitis and cystitis 10 ae 2 ~ 
Urethritis with gonorrhea or cystitis 8 8 = _ 
Pyelonephritis 4 3 
Salpingitis 5 1 “ 1 3 
Pelvic inflammation with endometriosis 1 i 
Miscellaneous 42 8 4 
(adenitis, enteritis, enterocolitis, 
subacute bacterial endocarditis, fever, 
hematoma, staphylococcus carriers, 
osteomyelitis, tenosynovitis, septic 
arthritis, acute bursitis, periarthritis) : j 
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Low in toxicity — freedom from side effects in 96% 

+ ing to the severity of the infection. For adults, the 

siz average dose is 250 mg. q.i.d.; to 500 mg. q.i.d. in 
t more severe infections. For children 8 months to 
St tate body weight in divided doses has been found effec- 
+f tive. Since TAO is therapeutically stable in gastric 
acid, it may be administered without regard to 
meals. 
Supplied: TAO Capsules— 250 mg. and 125 mg,, 
bottles of 60. TAO for Oral Suspension—1.5 Gm., 
125 mg. per teaspoonful (5 cc.) when reconsti- 
tuted; unusually palatable cherry flavor; 2 oz. 
bottle. 
‘ References: 1. Koch, R., and Asay, L. D.: J. Pediat., 
on | in press. 2. Leming, B. H., Jr., et al.: Paper presented 
in p \ % at the Symposium on Antibiotics, Washington, D. C., 
: Oct. 15-17, 1958. 3. Meliman, et al.: Paper presented 
hae ° at the Symposium on Antibiotics, Washington, D. C., 
s 2 Oct. 15-17, 1958. 4. Olansky, S., and McCormick, G. E., 
a ora or Jr.: Paper presented at the Symposium on Antibiotics, 
4a Washington, D. C., Oct. 15-17, 1958. 5. Shubin, H., 
et al.: Antibiotics Annuai 1957-1958, New York, N. Y., 
Medical Encyclopedia, inc., 1958, p. 679. 6. Isenberg, 
over 90% effective H., and Xarelitz, S.: Paper presented at the Symposium 
. on Antibiotics, Washington, D. C., Oct. 15-17, 1958. 
paren nee aD against resistant staph 7. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy 
5 5:527 (Aug.) 1958. 8. Kaplan, M. A., and Goldin, M.: 
Faiiure COMPARATIVE TESTS BY THREE METHODS 


Paper presented at the Symposium on rn 
DISC, TUBE DILUTION, CYLINDER PLA Washington, D. C., Oct. 15-17, 1958. 9. Truant, J. P.: 
130 STAPHYLOCOCCI® Paper presented at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 
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2 c 21.2% Tao dosage forms— 

‘ 42.4% for specific clinical situations 


} 90.0% 


Tao Pediatric Drops 
For children — flavorful, easy to administer. 


Supplied: When reconstituted, 100 mg. per cc. 
Special calibrated droppers—5 drops (approx. 


25 mg.) and 10 drops (approx. 50 mg.). 
18.2° 10 cc. bottle. 


To eradicate pain and physical discomfort in 
respiratory disorders. 


Supplied: In bottles of 36 capsules. 


Taomin* (Tao with triple sulfas) 


For dual control of Gram-positive and Gram-nega- 
tive infections. 


5 Supplied: Tablets, bottles of 60. Oral Suspension, 
= bottles of 60 cc. 
3 Intramuscular or Intravenous 

3 For direct action—in clinical emergencies. 

~” Supplied: In 10 cc. vials. 

4 


antibiotic A 2-10 units Tao 2-15 meg. 
Antibiotic B 5-30 mcg. Antibiotic D 2-15 mcg. 
antibiotic 5-30 meg. Antibiotic E 5-30 meg. 


Percentage of organisms inhibited by the range of 
concentrations listed for each antibiotic. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the Worid’s Well-Being 
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there’s pain and 
inflammation here... 
it could be mild 

or severe, acute Or . 
chronic, primary 
secondary fibrositis 
early rheumatoid arthrits’ 


2 
| 
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more potent and comprehensive treatment 
than salicylate alone 

assured anti-inflammatory effect of low-dosage 
corticosteroid’ . . . additive antirheumatic action of 
corticosteroid plus salicylate?’* brings rapid pain 
relief; aids restoration of function . . . wide range 
of application including the entire fibrositis syn- 
drome as well as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 


much less likelihood of treatment-interrupting 
side effects'* . . . reduces possibility of residual 
injury ... simple, flexible dosage schedule 


THERAPY SHOULD BE INDIVIDUALIZED 

acute conditions: Two or three tablets four times daily. After 
desired response is obtained, gradually reduce daily dosage 
and then discontinue. : 


subacute or chronic conditions: Initially as above. When sat- 
isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 


precautions: Because siGMAGEN contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use of SIGMAGEN. 


corticoid- salicylate compound 


any 
case 
calls for 


Composition 

METICORTEN® (prerini 
Acetylsalicylic acid 
Aluminum hydroxide 


Packaging: siGMaGEN Tablets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A. 159:645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 
3. Gelli, G., and Della Santa, L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 
R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956, 
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FIRST TIME IN VIRGINIA 
DESERT AIR LAMP 


Produces 


Recommend with Confidence A Safe 
Healthful 
Desert Air Lamps Zone of 
Mild Warm 
Air 


AS AN AID FOR RELIEF OF 
BRONCHITIS HAY FEVER 
ASTHMA FROM COLDS 
COUGHS - SINUSITIS 


Used for over 31 years in California and recommended by many 
doctors on the West Coast. Inquiries may be referred to the 
Los Angeles County Medical Society, 1925 Wilshire Boulevard, 
Los Angeles 27, California 


THE DESERT AIR LAMP 


Offers proven relief from symp- 
toms of these diseases by reducing 
the relative humidity and creating 
mild warm air in the sleep zone. 
Its dark burning safe lava cone 
unit allows infants and adults alike 


From Sunny California 


Special discounts to the profession 
For descriptive literature and price lists write 


Jamestown Products Incorporated 


2321 Riverside Drive 
Danville, Virginia 
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...and one to grow on 


A tiny tablet of REDISOL to stimulate the appetite — 


to heip in the intake of food for growth. 


REDISOL is crystalline vitamin B,», an essential 
vitamin for growth and the fundamental 
metabolic processes. 


Ideal for the growing child, the REDISOL tablet 
dissolves instantly on contact in the mouth, 
on food or in liquids. 


Packaged in bottles hermetically sealed to keep 
the moisture out and to retain vitamin potency in 


25 and 50 mcg. strengths, bottles of 36 and 100 — 


in 100 mcg. strength, bottles of 36, and in 
250 mcg. strength, vials of 12. 


Also available as a pleasant-tasting cherry- 
flavored elixir (5 mcg. per 5-cc. teaspoonful) 
and as REDISOL injectable, cyanocobalamin 
injection USP (30 and 100 meg. per cc., 10- 
cc. vials and 1000 mcg. per cc. in 1, 5 and 
10-cc. vials). 


cyanocobailamin, Crystalline Vitamin Bi2 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA I, PA. 


REDISOL 1S A TRADEMARK OF MERCK & CO., INC 
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| -flavored. 


pediatric drops 


it. 


Tetracycline with Citrie Acid Lederle 


e broad spectrum control of more than 90 per cent of antibiotic- 
susceptible infections seen in general practice! 

e fast, high concentrations in body fluids and tissues 

e no irreversible side effects reported, excellently tolerated 

e readily miscible in water, juices, formula. 

ACHROMYCIN V: 10 ce. plastic dropper bottle for precise dosage; 100 mg. 

per cc. (20 drops). Dosage: one drop per pound body weight per day. 


ACHROMYCIN V Syrup: Each teaspoonful (5cc.) contains equiv. 125 mg. 
tetracycline HCI. Bottles of 2 and 16 fl. oz. Dosage: at 45 lbs., one teaspoonful 
4 times daily; adjust for other weights. 


1. Based on six-month National Physicians Survey. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


VIRGINIA MepicaL MoNTHLY 
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THE HEART DISEASE PATIENT 
NEEDS RELIEF FROM 

EMOTIONAL , 
STRESS 


ANXIETY INTENSIFIES the physical dis- 
order in heart disease. “The prognosis 
depends largely on the ability of the phy- 
sician to control the anxiety factor, as well 


as the somatic disease.” 


(Friedlander, H. S.: The role of ataraxics in cardiology. 
Am. J. Cardiol. 1:395, March 1958.) 


meprobamate (Wallace) 


Available in 400 mg. scored and 200 mg. sugar-coated 
tablets. Also available as MEPROSPAN* (200 mg. 
meprobamate continuous release capsules). In com- 
bination with a nitrate, for angina pectoris: 
MILtTRATe* (Miltown 200 mg. + PETN 10 mg.). 


TARDE-MARK CM -6275 


‘TRANQUILIZATION WITH MILTOWN en- 
hances recovery from acute cardiac epi- 
sodes and makes patients more amenable 
to necessary limitations of activities. 

(Waldman, S. and Pelner, L.: Management of anxiety 


associated with heart disease. Am. Pract. & Digest Treat. 
8:1075, July 1957.) 


Miltown causes no adverse effects on 
heart rate, blood pressure, respira- 
tion or other autonomic functions. 


8) WALLACE LABORATORIES, New Brunswick, N. J. 
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To the relief of musculoskeletal pain, 


adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its cause. New Medaprin, in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol,** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.* Instead of suffering recurrent 
discomfort because of the “wearing off” of 
analgesics, the patient on Medaprin experiences 
a smooth, extended relief and mere normal 
mobility. 


Indications: Medaprin is indicated in mild-to- 
moderate rheumatic and musculoskeletal condi- 
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tions, including rheumatoid arthritis, deltoid 
bursitis, low back pain, neuralgia, synovitis, 
fibromyositis, osteoarthritis, low back sprain, 
traumatic wrist, sciatica, and “tennis elbow.” 
Dosage: The recommended dosage is 1 tablet 
q.i.d. The usual cautions and contraindications 
of corticotherapy should be observed. 
Supplied: In bottles of 100 and 500. 
Formula: Each Medaprin tablet contains 
@ 300 mg. acetylsalicylic acid, for prompt 
relief of pain 
@ 1 mg. Medrol, to suppress the causative 
inflammation 
@ 200 mg. calcium carbonate, as buffer 


TRADEMARK TRADEMARK, REG. U.S. PAT. OFF. METHYLPREONISOLONE, UPJOHN 
TRaTIO OF DESIRED EFFECTS TO UNDESIRED EFFECTS wr" 


The Upjor mpany, Kalamazoo, Michigan Pi al 
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UNIQUE VITAMIN SUPPLEMENT 


CHEWABLES 


4 SQUIBB MULTIPLE VITAMIN SOFT TABLETS 


fruit-punch flavored 
tablets that will 
actually 


“melt in the mouth” VIGRAN CHEWABLES faste 


; like candy, but contain no 

a can be chewed like candy ingredients harmful to teeth. 

Important, too, is that VIGRAN 

CHEWABLES dissolve easily 

in the mouth and smell good. 

These advantages will also appeal 

to your elderly patients. And 

VIGRAN CHEWABLES 

can be crushed and sprinkled on provide at least 125% of the 
cereal or other food minimum daily requirements 

for vitamins A, D, B;, Be, 

niacinamide and C, and 

significant amounts of other 

essential vitamins. 


Each VIGRAN CHEWABLE 


can be dissolved in water, juice or milk tablet contains: 

VRE A, 5,000 U.S.P. units 
Vitamin D 1,000 U.S.P. units 
Vitamin C 75 mg. 

Vitamin B, 3 mg. 

Vitamin B, 3 mg. 

Vitamin B, 2 mg. 

Niacinamide 25 mg. 

can be sucked and will dissolve like a lozenge enenes Pantothenate...............cec0e++-+ 3 mg. 

Vitamin B,, 5 meg. 


Available in Rx-size bottles of 30 and 90. 


Squibb Quality — 
the Priceless Ingredient 


can be easily swallowed (small tablet size) ‘Vigran’® is a Squibb trademark 
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For every topical indication, 
a Burroughs Wellcome ‘SPORIN’... 


é * 3 @ Combines the anti- 
inflammatory effect 

of hydrocortisone with 
... the comprehensive 


brand OINTMENT bactericidal action 
of the antibiotics. 


OINTMENT: Tubes of % oz. and }4 oz. (with applicator tip) for ophthalmic or 
dermatologic application. 


Oric Drops: Bottles of 5 cc. with sterile dropper. 


Provides comprehensive ® 
bactericidal action 

effective against virtually 
all bacteria likely 


to be found topically. brand ANTIBIOTIC OINTMENT 


OINTMENT: Tubes of % and 1 oz. and tubes of % oz. with ophthalmic tip. 
OpuxTHALMIC SOLUTION: Bottles of 10 cc. with sterile dropper. 

NEW Lotion: Plastic squeeze bottles of 20 cc. 
Powper: Shaker-top bottles of 10 Gm. 


4 Offers combined anti- 
biotic action for treating 
0 LYSP 0 4 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT 


OINTMENT: Tubes of 0z., 


1 oz. and % oz. (ophthalmic tip). 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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Patient A.S., age 53. 

Intermittent crises of severe pain over 2 year 
period; hospital management with Sippy regimen 
provided relief of symptoms; however, 

symptoms recurred after each sojourn. 


ParurBamate (Tabs. jt.i.d. and H3S.); 
prompt relief of symptoms. Radiograph 

(21 days later) confirms healing of minute lesser 
curvature gastric ulcer crater. 


predictable results in the control 


Meprobamate with Tridihexethyl Chloride* LeverLe 


Used prophylactically in anticipation of periods of emotional stress, or therapeuti- 
cally to relieve tension and curb hypermotility and hypersecretion, PATHIBAMATE 
is particularly well-formulated for the control of gastrointestinal disorders. 


PaTHIBAMATE combines Meprobamate (400 mg.) —the noted tranquilizer-muscle relaxant widely accepted for safe 
management of tension and anxiety states—and PatHimon (25 mg.)—an extremely well-tolerated anticholinergic, 
long noted for prompt symptomatic relief based on peripheral atropine-like action with few side effects. 

Indications: 

Duodenal ulcer, gastric ulcer, intestinal colic, spastic and irritable colon, ileitis, esophageal spasm, anxiety 

neurosis with gastrointestinal symptoms, gastric hypermotility. 

Supplied: 

Bottles of 100 and 1,000. Each tablet (yellow, %-scored) ins Meprobamat 
Administration and Dosage: 


400 mg.; Patuiton Tridihexethyl Chloride, 25 mg. 
1 tablet three times a day at mealtimes and 2 tablets at bedtime. Adjust dosage to patient response. Contraindicated in glaucoma, 
pyloric obstruction, and obstruction of the urinary bladder neck. 


Also Available: Patuiton in four forms — Tablets of 25 mg., plain (pink) or with phenobarbital, 15 mg. (blue); 
Parenteral — 10 mg./cc. — 1 cc. ampuls; 
Pediatric Drops — 5 mg./cc. — dropper vials of 15 ce. 


*Patumon is now offered as tridihexethyl chloride instead of the iodide, an advantage permitting wider use, since the latter 
could interfere with the results of certain thyroid function tests. 


Leperte Laporatorigs, A Division of CyYANAMID Company, Pearl River, New York 
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(Reserpine, Vale) 3 
4 
the preferred drug where~anxiéty or emotional aan 
must be controled 
- provides sedation without hypnosis, a sense ‘ 
sStiaaee of relaxed wellbeing and tranquility 
. effects lowering of 


elevated blood pressure in patients with 
mild, labile or essential hypertension 


Supplied: 0.1 mg. and 0.25 mg. tablets in bottles of 100, 
500 and 1000, or on prescription at leading 
pharmacies 


RAUWOLFIA . 


SE RPENTINA 
im cases of hypertension 


(Rauwolfia Serpentina, Vale) 


.. Gouble assayed to insure optimal therapeutic effect 
tested chemically te insure total alkalcid content 
tested biologically to insare uniform hypotensive action 
. ideal therapy. in labile aid moderote hyper- 


tension adjunctive..therapy in severe 
hypertension 


... achieves gradual lowering of the blood pressure, 
i gentle sedation, tranqvilization with prolonged 
effect even.ofter cessation of therapy 


supplied: 50 mg. and 100 mg. tablets in bottles of 100 and 


1000, or on prescription at leading pharmacies 
(ass THE VALE CHEMICAL COMPANY, INC. allentown, pa. 
PHARMACEUTICALS i 
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ORIGINAL FORMULA 
The ideal cerebral tonic and stimulant for the aged. 


NICOZOL therapy (the original formula) affords 
prompt relief of apathy. Patients generally look 
better, feel better; become more cooperative, 
cheerful and easier to manage. 

No dangerous side effects. 


DR G Write for professional sample and literature. see 
Page 666 


NICOZOL contains pentylenetetrazol 
and nicotinic acid 


For relief of agitation and hostility: 
NICOZOL with reserpine Tablets 


Supply: Capsules Elixir 


REFER TO 
PDR 


C Speciatties WINSTON-SALEM 1, NORTH CAROLINA 
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In the Treatment of Rheumatic Disorders 
Greater stability of maintenance dosage 
minimizes risks of hormonal imbalance 


In Sterazolidin, the anti-inflammatory actions of prednisone and Butazolidin* 
are combined to permit lower effective dosage of each. Clinical experience 
has indicated that patients can be well maintained on this combination over 
prolonged periods with relatively low, stable dosage levels of each component, 
thus minimizing the problems arising from excessively high doses of corti- 
costeroids. Other side effects have also been gratifyingly few. Antacid and 
spasmolytic components are contained in Sterazolidin capsules for the benefit 
of patients with gastric sensitivity. 


Sterazolidin®: Each capsule contains prednisone 1.25 mg.; phenylbutazone 
50 mg.; dried aluminum hydroxide gel 100 mg.; magnesium trisilicate 150 mg.; 
homatropine methylbromide 1.25 mg. 


Detailed information available on request. 
*Gelgy’s trademark for phenylbutazone—Reg. U. S. Pat. Off. 


new 


prednisone-phenylbutazone, Geigy 


= 
Geigy Ardsley, New York 


03759 
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treats the whole syndrome 


Dosage: 2 Tablets 8.1.0. (A.M. & P.M.) 


only 


It was the introduction of neo Bromth several years ago that created such widespread 
interest in the premenstrual syndrome—because of neo Bromth’s specific ability 
to prevent the development of the condition in the first place. 

The action of neo Bromth is not limited merely to control of abnormal water retention, 
or of nervousness, or of pain—or any other single or several of the multiple 
manifestations characteristic of premenstrual tension. neo Bromth effectively controls 
the whole syndrome. 

neo Bromth is also completely free from the undesirable side effects associated with 
such limited-action therapy as ammonium chloride, hormones, tranquilizers and potent 
diuretics. neo Bromth has continued to prove to be the safest—as well as the most 


_effective—treatment for premenstrual tension. 


Each 80 mg. tablet contains 50 mg. Pamabrom, and 30 mg. pyrilamine maleate. 
Dosage is 2 tablets twice daily (morning and night) beginning 5 to 7 days before 
menstruation. Discontinue when the flow starts. 


BRAYTEN PHARMACEUTICAL COMPANY e Chattanooga 9, Tennessee 


Won. Tue, Wed. Thur. Fri. Set. 
in premenstrual tension (EE. 
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running noses 
and open stuffed noses orally 


with TRIAMINIC, the oral nasal decongestant 


e in nasal and paranasal congestion 


@ in sinusitis 


@ in postnasal drip 


® in allergic reactions of the upper respiratory tract 


safer and more effective than topical medication 


Relief with Triaminic is 
prompt and prolonged 
because of this special 
timed -release action... 
beneficial effect starts in 
minutes, lasts for hours. 


@ reaches all respiratory membranes systemically 


e avoids “nose drop addiction” 


¢ presents no problem of rebound congestion 


e provides longer-lasting relief 


firat—the outer layer 
dissolves within minutes 
to produce 3 to 4 hours 
of relief 


then — the Inner core 
disintegrates to give 3 
to 4 more hours of relief 


Each TRIAMINIC Tablet provides: 


Phenylpropanolamine HCl. . . 50mg. 
Pheniramine maleate. . . . . 25 mg. 
Pyrilamine maleate... . 25 mg. 


One-half of this formula is in the outer 
layer, the other half is in the core. 


Dosage: One tablet in the morning, mid- 
afternoon and in the evening, if needed. 


Also available: For the occasional patient who requires only half dosage: timed-release 


TRIAMINIC JUVELETS. Each Juvelet is equivalent to % of a Triaminic Tablet. 


For those patients who prefer liquid medication: Triaminic Syrup. Each 5 ml. tsp. of 
this palatable syrup is equivalent to %4 of a Triaminic Tablet. 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska e Peterborough, Canada 
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Four weeks ago, Mrs. C. was an 
anxiety patient, complaining 

of weakness, trembling, sweating, 
tachycardia, on the slightest 
exertion. Her symptoms followed family 
reverses; home life became disorganized, 
she couldn’t cope with housework. 
Therapy with TRILAFON,:4 mg. t.id., 
and a weekly office visit to discuss 

her feelings have worked wonders in 
reactivating this patient. She’s on 
maintenance dosage now, 2 mg. t.i.d., 
able to work very well, and wide-awake 
and active all day long. 


mobilizes patients immobilized by anxiety @ 


perphenazine 
when you want to avoid drowsiness 


e helps the patient contain anxiety, tension 
e restores normal working capacity 


TRILAFON Tablets—2 mg. and 4 mg.; bottles of 50 and 500. 
TRILAFON REPETABS,® 8 mg.—4 mg. for prompt effect in the 
outer layer and 4 mg. for prolonged relief in the timed-action 
inner core; bottles of 30 and 100. 

For complete details on TRILAFON consult Schering literature. 
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LILLY AND COMPANY 


V-CILLIN 


dependable, fast, effective therapy 


V-Cillin K produces therapeutic blood 
levels in all patients within five to fifteen 
minutes after administration—levels 
higher than those attained with any 
other oral penicillin. Infections resolve 
rapidly. Dosage: 125 or 250 mg. three 
times daily. Supplied: In scored tablets 
of 125 and 250 mg. (200,000 and 400,000 
units). 


INDIANAPOLIS 6, 


New: V-Cillin K® Sulfa. Each tablet com- 
bines 125 mg. of V-Cillin K with 0.5 Gm. 
of the three preferred sulfonamides. 


New: V-Cillin K, Pediatric, a taste treat 
for young patients. In bottles of 40 and 
80 cc. Each 5-cc. teaspoonful provides 
125 mg. of V-Cillin K. 


V-Cillin K® (penicillin V potassium, Lilly) 
V-Cillin K® Sulfa (penicillin V potassium with 
triple sulfas, Lilly) : 


INDIANA, 


U.S.A. 
933220 
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Guest Editorial .... 


The Virginia Society of Internal Medicine 


| eager: So practicing Internal Medicine have organized a new medical society 
in Virginia—as though there were not already too many societies and meetings! 

The American College of Physicians for twenty-five years or more has listed a frac- 
tion of the State’s internists—perhaps one-half—on its roster, but has devoted itself 
with commendable energy to improvement of education in internal medicine in our 
medical schools, and to betterment of post-graduate training in internship and resi- 
dency programs, has initiated the fearful examinations of the American Board of 
Internal Medicine which certifies the successful candidate as a qualified specialist 
in Internal Medicine, has stimulated research and study in Internal Medicine by 
awards of medals and money, has preserved and disseminated knowledge by the 
publication of the Annals of Internal Medicine, and yearly presents an Extrava- 
ganza of the Internists’ Arts in its annual four day sessions attended by more than 
three thousand physicians. 

With all this glory, why, pray, another society? Why the Virginia Society of 
Internal Medicine? Briefly, because the American College of Physicians is concerned 
with research and education in medicine, and not with the individuals who practice 
medicine. The membership of the College includes neurologists, psychiatrists, physiolo- 
gists, lecturers, professors, and deans, but membership in the Virginia Society of Internal*: 
Medicine is limited te those qualified physicians who practice Internal Medicine. Thus 
this is an organization of working internists dedicated to the proposition that Internal 
Medicine must be practiced in accordance with the highest ideals and accepted concepts 
of medicine, and have determined that membership in this society shall be limited to 
internists who shall present evidence of satisfactory training, experience, and moral 
integrity. 


Advantages must, therefore, accrue to both public and profession: to the public, or 
patients, that these physicians calling themselves specialists in Internal Medicine 
are in reality such, and are so recognized by other members of their profession; to the 
physicians, that the public shall recognize the existence and nature of the specialty 
of Internal Medicine. 

The American College of Physicians approves of the formation of such state societies 
of Internal Medicine and already more than thirty have been formed, and have bound 
themselves into a national federation, The American Society of Internal Medicine. 
The Virginia Society, born March 1958, now counts more than 90 members, and was 
accepted as a member of the American Society in April 1958. The Virginia Society 
realizes that its membership numbers probably less than one-half of the true internists 
practicing in the State, for it has limited its membership to members of the American 
College of Physicians or diplomates of the American Board of Internal Medicine. The 
Society knows that many internists of superior quality are neither F.A.C.P.’s nor 
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“diplomates” but faces this dilemma: insist upon Board Certification for admission, 
or elect a physician who is recognized by his fellow physicians in his locality as a 
specialist in Internal Medicine? 


The Internist is trained to regard a patient as a complex organism of body, mind, 
and soul which must be studied, probed and evaluated as a whole, and not catalogued 
simply as a hernia, hemorrhoid, back strain or sinus. Thus much time and effort 
must be devoted to a “complete examination’’—never less than one hour and usually 
two—which demands a most detailed and searching history, and a physical examina- 
tion which begins at the top of the head and ends at the toe nails. This examination 
should include inspection of the skin, hair, eyes, and optic fundi, ears, nose, throat, 
teeth, buccal cavity, vocal cords; examination of the neck, heart, lungs, abdomen, 
spine, and extremities; palpation of lymph glands and peripheral blood vessels; ex- 
amination of genitalia, and rectal cavity, and ideally a sigmoidoscopic inspection of 
the lower bowel, and a “Pap” stain taken at the cervix uteri. Should an electro- 
cardiogram be included in a “routine examination”? And how about fluoroscopic 
| survey of the chest? Is not this of limited usefulness, and would not a 17 x 14 chest 
film be of real value? Then laboratory tests must be done—blood counts, urinalysis, 
perhaps a blood urea or other chemical test ef blocd, perhaps a basal metabolism test 
or protein-bound iodine, perhaps kidney or liver function tests, or other procedures. 
And all of these probing and relatively precise procedures are utilized for a single 
purpose—a logical and reasonable appraisal of the health of one human being. 


Is all this fuss and bother worthwhile? To the patient, yes, and emphatically yes! 
But to others, too, this toting up of soma and psyche is of great commercial value, 
Life insurance companies and industries in general are discovering the tremendous 
value in dollars and cents of an accurate appraisal of a citizen’s health. Far more 
expensive than a machine tool is the irreplaceable brain of a competent executive, and 
far less expensive than a mechanic’s “repair job” is the diagnostic survey of a com- 
petent physician. 

Every branch and level of government—Federal through County—is now concern- 
ing itself with the health of its citizens, and demanding innumerable reports to store 
in countless files. Here again the Internist must bear the load of these “surveys” and 
must present a report conscientiously and well performed. 


But now comes the “‘stinger”’! These diagnostic surveys require much time of a highly 
skilled physician and in addition the help of laboratory technicians, nurses and 
helpers. How much is this worth? How best to find answers to the problem of the 
cost of medical care? What fair solution can be made? How much is an appendectomy 
worth? A tonsillectomy? Consult with the surgeons of a community. How much the 
value of the services of an internist? Consult with whom? An individual physician, 
for there has not been in existence any organization to speak for him. Now, however, 
the Virginia Society of Internal Medicine will speak for its members, and for other 
internists if they desire, and will “study the scientific, economic, social and political 
aspects of medicine in order to secure and maintain the highest standards of practice 
in Internal Medicine”. As a warrant for this right, the Society, representing the 
qualified Internists in Virginia, pledges that its membership will number only those 
physcians of high moral caliber and of superior training and experience who limit 
their practice to Internal Medicine. 


M. M. Prncxney, M.D. 
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Chlorothiazide in the Treatment of Severe 


Congestive Heart Failure 


INTRODUCTION 


ee is a recently synthesized 
sulfonamide derivative that has been found to 
have a potent diuretic effect..2 A recent study* has 
shown it to be effective in various edematous states, 
such as ascites, the nephrotic syndrome, and a few 
cases of congestive heart failure. The present study 
reports experience with 30 courses of chlorothiazide 
in the treatment of 25 patients with severe congestive 
heart failure. Eleven patients in this study has pre- 
viously been refractory to all other therapeutic meas- 
ures. 


MATERIALS AND METHODS 


Twenty-five male patients with definite peripheral 
edema and other signs and symptoms of congestive 
heart failure were studied. All patients were in 
Class IV of the New York Heart Association func- 
tional classification. Clinical diagnoses are listed 
in Tables 1 and 2. Eleven of these patients were 
classified as “refractory” heart failure because of 
unresponsiveness to prior therapy consisting of at 
least digitalization, sodium restriction, and a trial 
of meralluride. Sixteen patients were classified as 
“partially refractory” in that all had failed to im- 
prove on digitalization. Twelve of these 16 had also 
failed to lose weight despite sodium restriction. Two 
patients, although in the “partially refractory” group 
on one admission, developed “refractory” congestive 
failure subsequently and thus were included in both 
groups. 

Patients were weighed daily. With one exception, 
all patients had stationary daily weight for at least 
three days before institution of chlorothiazide, and 
16 patients had stable weights for seven or more days 
before treatment. Determinations of serum sodium, 
potassium, chloride and bicarbonate before and dur- 
ing treatment were done in 20 cases, and 12 or 24- 


hour sodium and potassium excretion was measured 


From the Medical Service, U. S. Veterans Hospital and 
the Department of Medicine, Medical College of Virginia, 
Richmond, Virginia. 


VoLuME 86, Aprit, 1959 


D. P. FITZPATRICK, M.D. 


E. M. WYSO, M.D. 
D. W. RICHARDSON, M.D. 
Richmond, Virginia 


before and during therapy in 14 patients. Thirty 
courses of chlorothiazide* were observed. Dosage 
varied from two to three grams daily in three or four 
equally divided doses, and the duration of therapy 
was four to 33 days with an average of 11.4 days. 
One patient (M.K.) received 1 gm. daily only. 


RESULTS 
A. “Refractory” Group: Unresponsive to All 


Measures 


The effects of chlorothiazide on 11 patients with 
“refractory heart failure” are summarized in Table 
1. There were no favorable responses, as evidenced 
by weight loss, in this group. Eight patients had 
blood urea nitrogen determinations and all were 
within normal limits. Serum electrolytes did not 
change markedly except in one patient (R.B.) whose 
serum sodium fell to 110 mEq/1 from a pre-treatment 
level of 138 mEq/l. This patient died as a result 
of myocardial infarction on the day these studies 
were done. 

Four patients in this group had urinary sodium 
and potassium determinations. (See Fig. 1). Three 
patients showed a definite but mild increase in the 
24 hour excretion of these cations. Urinary sodium 
excretion changed from pre-treatment levels of 7, 2, 7, 
and 78 mEq per 24 hours to 120, 50, 45 and 60 
mEq per 24 hours during chlorothiazide administra- 
tion. Urinary potassium excretion essentially paral- 
leled urinary sodium excretion before and during 
chlorothiazide therapy. Urinary potassium in four 
patients before chlorothiazide was 22, 10, 22 and 
60 mEq per 24 hours, while during chlorothiazide, 
it was 128, 45, 50 and 48 mEq per 24 hours, re- 
spectively. 

There were no toxic effects attributable to the drug 
in this group. 

One patient, S.G., with cor pulmonale with periph- 
eral edema, who had failed to respond to usual 


*Supplied as Diuril® through the courtesy of Dr. John 
Beem, Merck, Sharp and Dohme. 
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TABLE 1 


REsPoNSE TO CHLOROTHIAZIDE—‘‘REFRACTORY’’ GRrouP 


Serum Electrolytes mEq/L 
Duration of | Dose 
Patient Age Diagnosis Treatment | Grams/) Weight 
(Days) Day | Change Before During Side 
Treatment Treatment Effecis 
N.D. 65 | H.C.V.D. 8 3 None | Na 140 Cl 104 Na 140 Cl 106 | None 
2nd Admis. K 5.1 CO, 29.2 K 4.5 CO, 23.7 
W.F. 52 | R.H.D., A.L. 9 3 Gained! Na 132 Cl 99 Na 129 Cl 88 None 
12 lbs.} K 4.8 CO, 27.1 K 5.2 CO, 25.6 
F.C. 67 | 8.H.D., A.I. 16 3 None | Na 135 Cl 103 Na 130 Cl 91 None 
K 4.9 CO, 31.7 K 4.3 CO, 29.6 
W.L. 60 | C.H.D., ll 2 Gained! Na 138 Cl 86 Na 130 Cl 84 None 
1.A.8.D. 4 lbs. | K 5.2 CO, 36.6 K 4.9 CO, 39 
R.B. 52 | Idiopathic 6 1 None | Na 138 Cl 105 Na 120 Cl 92 None 
Ht. Dis. 10 2 K 5.8 CO, 23 K 5.8 CO, 
64 | A.S.H.D. 4 1 None 
2 2 
3 3 
3rd Admis. 
M.K. 65 | Cor Pulmonale 6 1 None 
J.G. 58 | R.H.D.,M.I. 3 2 None | Na 141 Cl 98 Na 137 Cl 99 None 
11 3 K 4.8 CO, K 4.7 CO, 29.7 
8.G. 63 | Cor Pulmonale 6 2 None 
J.H. 64 | Idiopathic 8 2 None | Na 135 Cl 98 Na 135 Cl 98 None 
Ht. Dis. K 5.5 CO, 28 K 4.4 CO, 33.5 


therapeutic measures including meralluride, also 


failed to respond to chlorothiazide in dosage of 2 
grams a day for six days. This patient is considered 
a chlorothiazide failure and is included in the “re- 
fractory” group. (See Table 1) He subsequently lost 
15 pounds when atrial flutter was converted to sinus 
rhythm with quinidine. 

Nine of these patients had blood pressure recorded 
twice daily before and during chlorothiazide treat- 
ment. All were normotensive and none had changes 
in blood pressure during drug therapy. 


B. “Partially Refractory Group: Unresponsive 
to Digitalis and Salt Restriction 

In the remaining patients there were 19 trials of 
chlorothiazide therapy. All of these patients im- 
proved clinically and lost weight. Results are shown 
in Table 2. The range of weight loss varied from 
seven to 70 pounds with an average weight loss of 
19.3 pounds. 

Changes in urinary excretion of sodium and potas- 
sium in nine patients are shown in Fig. 1. There was 
a significant increase in sodium excretion during 
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chlorothiazide therapy. Average pre-treatment sodium 
excretion was 39 mEq per 24 hours. During treat- 
ment, sodium excretion averaged 148 mEq per 24 
hours. In some patients, however, urinary electrolyte 
determinations were not done during the period of 
maximal diuresis. Potassium excretion increased but 
to a lesser extent (See Fig. 1). Urinary chloride 
measured in five patients in this group increased 
significantly, closely paralleling sodium excretion. 

Serum electrolytes were measured before and dur- 
ing diuresis in 14 patients. In 10 of the 14, there 
was slight lowering of serum sodium during the 
period of weight loss, the maximum decrease being 
13 mEq/l. The serum potassium did not change 
appreciably in these 14 patients. In one patient, 
W.C., in whom there was no pre-treatment potas- 
sium level and no 24 hour urinary electrolyte deter- 
mination, the serum potassium was 2.7 mEq/I and 
the CO, combining power 33 mEq/liter on the 5th 
day of treatment with 2 gm. of chlorothiazide per 
day. The serum chlorides were unchanged except in 
three patients in whom the maximum decrease was 
12 mEq/l. The serum bicarbonate rose slightly in 
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Fig. 1—Changes in urinary electrolyte excretion associated with chlorothiazide administra- 
tion. The columns labelled “Before” show values in the control period prior to chloro- 
thiazide; those labelled “After” show the maximum 24-hour electrolyte excretion which 
occurred while the patients were receiving chlorothiazide. 


five cases, the average rise being 5 mEq/l], was un- 
changed in six patients, and was decreased in one 
instance. 

Blood pressure determinations were adequately 
recorded twice daily in 19 courses of chlorothiazide 
therapy in this group. Fifteen patients were normo- 
tensive and had no change in blood pressure during 
drug therapy. Three patients, all of whom had 
hypertensive cardiovascular disease, had a lowering 
of blood pressure during chlorothiazide treatment 
of congestive failure. Patient W.W., whose average 
pre-treatment blood pressure was 220/120 had an 
average blood pressure during therapy of 180/105; 
patient N.D., whose pre-treatment average blood 
pressure was 146/97 had an average during treat- 
ment of 135/80; and patient W.M.’s pre-treatment 
average blood pressure was 190/120 while, during 
treatment, it averaged 170/90. These three patients 
were losing weight as well as receiving chlorothiazide. 
One patient, C.B., with hypertensive cardiovascular 
disease, did not have an effect on blood pressure dur- 
ing drug therapy, despite a weight loss of seven 
pounds. 

Three patients failed to lose weight and improve 
when digitalis was given to the point of toxicity and 


_ dietary sodium intake was restricted, but did respond 


when chlorothiazide was added to the regimen. An- 
other patient, S.Z., who had severe cor pulmonale 
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secondary to obstructive emphysema, had been treated 
with bronchodilators, antibiotics, digitalis, acetazol- 
amide, and sodium restriction. He responded with 
a prompt diuresis of 15 pounds when chlorothiazide 
was added. Patient W.R. lost eight pounds on digi- 
talization and then, after an eight-day period of 
stable weight, lost an additional 10 pounds when 
given chlorothiazide. Patient P.O. lost 25 pounds 
after three injections of meralluride. For five days 
thereafter he maintained a stable weight. When 
chlorothiazide was added he lost 15 additional 
pounds. Patient W.M. was admitted with general- 
ized anarsarca resulting from hypertensive cardio- 
vascular disease. His blood urea nitrogen on admis- 
sion was 70 mg.%. He was initially treated with 
sodium restriction, one injection of meralluride, and 
maintenance digitoxin without weight loss for 3 days. 
Chlorothiazide then was given for 24 days with a 
resulting weight loss of 70 pounds. The drug was 
discontinued for nine days, during which his weight 
was stable, and then given another 24 days. The 
patient lost an additional 31 pounds over this period 
of time and became edema free. Despite this diuresis, 
his blood urea nitrogen remained in the seventies. 

There were no side effects in any of the “partially 
refractory” group with the possible exception of 
patient, W.C., referred to previously, who developed 
a low serum potassium level. 
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DISCUSSION 

I. Mechanism of Action of Chlorothiazide 

Chlorothiazide is a heterocyclic compound which 
possesses a free sulfonamyl group as do sulfanila- 
mide and acetazolamide. (Fig. 2) Like acetazol- 
amide, it is a carbonic anhydrase inhibitor in vitro, 
being intermediate in potency between sulfonamila- 
mide and acetazolamide. In large doses in vivo, 
chlorothiazide alkalinizes the urine and may increase 


urinary potassium as do the carbonic anhydrase 
inhibitors.§ 


Fig.2 
N 
NHe ct 
0=S=0 NH2-S 


Sulfanilamide 
Fig. 2—Chemical 


Chiorothiazide 


structure of 


sulfanilamide, 


Il. Pharmacology 


Oral doses of chlorothiazide as small as 250 mg. 
produce definite natriuresis in humans, and sodium 
excretion increases with increasing doses up to 2.0 
gm.® Our data indicate that doses of 3.0 gm. daily 
are well tolerated. Though the number of observa- 
tion is small (Table 2), they suggest that 2.0 gm. 
daily is ordinarily as effective as 3.0 gm. per day 
when judged by weight loss. Single oral doses of 
2.0 gm. produce natriuresis in 2 hours, and continue 
to be effective for 12 hours.® 


0 
C-H 
NH,-S-C  C-N-CH 


Acetazolamide 


chlorothiazide, and acetazolamide 


(Diamox®). All three compounds contain the sulfonamyl group, SO:NHs. 


In usual doses, chlorothiazide produces prominent 
increases in urinary sodium and chloride excretion, 
simulating the mercurial diuretics. There is con- 
siderable evidence, however, that chlorothiazide has 
a mechanism of action different from the mercurial 
diuretic ugents. Beyert has shown a significant 
difference in the time of peak activity of chloro- 
thiazide when compared to a mercurial diuretic 
under similar experimental conditions. In addi- 
tion, it was shown that chlorothiazide is effective 
during experimentally induced NaHCOs alkalosis, 
a condition in which mercurials are noneffective. 
Under similar experimental circumstances, chloro- 
thiazide was shown to be effective in NH,Cl 
acidosis, a condition in which acetazolamide is inef- 
fective. Pitts’ showed that when maximally effective 
doses of chlormerodrin were followed by maximally 
effective doses of chlorothiazide, the natriuretic and 
chloruretic actions of chloromerodrin and chloro- 
thiazide were additive. It was concluded that the 
two drugs block two different mechanisms of renal 
sodium reabsorption. Studies by Ford et al? and 
Beyer* showed the chlorothiazide did not increase 
glomerular filtration’ rate in dogs and that the drug 
did not antagonize aldosterone or the anti-diuretic 
hormone. - 
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The infrequency in toxic effects occurring during 
chlorothiazide administration has been noted by 
others.*8 Hypokaliemia occurred once in our series, 
in a patient who lost 10 pounds in nine days receiv- 
ing 2 gm. of chlorothiazide daily. Hypokaliemia 
did not occur in any of the patients who lost no 
weight during chlorothiazide treatment. In four such 
patients in whom adequate urine studies were ob- 
tained, potassium excretion closely paralleled sodium 
excretion, rather than varying inversely with urinary 
sodium. 

The observation of Pitts that chlorothiazide and 
mercurial diuretics inhibit different mechanisms of 
tubular salt reabsorption suggests that clinical use 
of the two drugs might be a more potent saluretic pro- 
gram. Laragh et al’ reported three patients with 
congestive heart failure, two of whom lost weight 
when both drugs were administered together. All 
three were unresponsive to both drugs given sep- 
arately. Bayliss et al’ reported similar experience 
in one case. The drugs were not given in combina- 
tion in our series. The marked weight loss occurring 
in patient W.M., despite azotemia with blood urea 
nitrogen determinations in the seventies, is at vari- 
ance with Schriener’s data® in patients with chronic 
renal insufficiency in whom chlorothiazide was 
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TABLE 2 


5. REPoONSE TO ReFRactory’’ Group 
n 
0 Serum Electrolytes mEq/L . 
Duration Dose | Weight 
y Patient Age Diagnosis Treatment | Grams/| Loss in i 
(Days) Day | Pounds Before During Side % 
Treatment Treatment Effects 
n. 
Ww.w. 65 | H.C.V.D. 3 9 | Na 142 Cl 104 Na 135C191_ | None 
of K 4.7 CO, 29.7 K 4.3 CO, 32.6 ; 
e P.O. 80 | A.S.H.D. 7 3 7 | Na 141 Ci 103 Na 141 Cl 101 | None 
K 5.2 CO, 25.3 K 4.3 COs, 31.5 
A.T. 
Ist Admis. 64 | H.C.V.D. 5 2 None 
A.T. 
2nd Admis. 64 | H.C.V.D. 22 2 13 N Na 140 Cl 96 None ; 
K4 K 4.2 CO, 32 ; 
F.W. 61 | Idiopathic 13 2 15 Na 135 Cl 99 Na 131 Cl 98 None 
Ht. Dis K 5.7 CO, 27 K 4.6 CO, 23 
| RILDMI. 9 2 Na 136 | No clinical 
K 2. 33 features of 
A.S.H.D. 9 2 None 
W.P. 57 Idiopathic 6 3 ‘i 27 Na 143 Cl 96 Na 130 Cl 90 None 
Ht. Dis. K 5.7 K 3.8 CO, 32.6 
ng M.T. 67 A.S.H.D. 8 2 15 Na 137 Cl 107 Na 142 Cl 100 None 
by Ist Admis. K 5.1 CO, 22 K 5.6 CO, 31 
es, M.T. 67 A.S.H.D. 6 3 16 None 
tar. 2nd Admis. K 5.2 CO, 25 
ia W.R. 63 | 8.H.D.,A.T. 9 2 10 Na 143 Cl 108 Na 140 Cl 106 | None 
K 5 CO, 25 K 4.9 CO, 25 
ich N.D. | 63 | H.C.V.D. 10 2 15 | Na 140 Cl 100 Na 136 C199 | None 
b Ist Admis. | K 5.4 CO, 30.5 K 4.9 CO, 30 
um 8.Z. 61 | Cor Pulmonale 4 2 15 Na 140 C1 8.9 Na 137 C189 | None 
ary 14 3 K 5.2 CO, 35.7 K 4.3 CO, 36.8 | 
W.M. | 61 H.C.V.D. 24 3 70 Na 141 Cl 112 Na 137 C1 108 | None 
#1 K 4.3 COs, 17.5 K 6.3 CO, 18.6 
of W.M. 61 BC. V2. 24 3 30 Na 141 Cl Na 134 Cl 102 | None 
#2 K 5.6 CO, 23.7 K 4.7 CO, 23.5 
= C.B 60 | H.C.V.D 7 2 7 | Na 137 Cl 97 Na 131 Cl 85 None 
th K 4.5 CO, 28.8 K 5 CO, 32.5 
ht G.B. 43 | RHD with 2 | 2 |Nal4sCl96 | Na136C186 | None 
10 3 K 3.3 
L.H. 86 | AS.HLD. 10 3 28 | Na 138 C194 Na 135C196 | None 
ep- | K 4 CO, 31.5 K 6 CO, 3.2 
nce 
na- 
‘ing much less effective when moderate azotemia was 2. Eleven patients had been classified previously 
irea present. as cases of “refractory congestive heart failure” be- 
ari- SUMMARY cause of failure to respond to digitalis, sodium re- 
onic 1. Thirty courses of chlorothiazide were admin- striction and meralluride. There was no improve- 
was istered to 25 patients with congestive heart failure. ment in this group. 
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3. Sixteen patients were classified as cases of 
“partially refractory congestive heart failure” in 
that they had previously been unimproved on digi- 
talization. All 16 patients improved and lost weight 
when chlorothiazide was added to the regimen. 

4. Chlorothiazide was found in this study to be a 
safe and potent oral diuretic. 
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Suicide May Be “Psychic Homicide” 


Many persons who kill themselves may actually 
be the victims of “psychic murder” committed by 
their friends or relatives, according to a New York 
psychiatrist. The persons who commit “psychic 
homicide” are not yet legally held responsible, but 
theirs is a crime—a crime usually committed by 
omission, Dr. Joost A. M. Meerloo said in the Feb- 
ruary Archives of Neurology and Psychiatry, pub- 
lished by the American Medical Association. 

“Psychiatrists agree that punishment of parents 
or spouses or bosses is one of the most frequent 
motivations of suicide. This form of mental black- 
mail may be conscious in the suicide candidate or 
can be more subtly hidden behind many rationaliza- 
tions.” But many other persons commit suicide be- 
cause they are literally driven to it by someone with 
whom they identify. They commit suicide ‘‘because 
they were inadvertently aware of the wish or the 
command of their proxy that they had to die, though 
this ‘homicidal’ verdict had seldom been verbalized 
in a conscious way.” 

One case in which a person committed suicide on 
the unconscious demand of another person involved 
a man who refused to let his wife undergo treatment 
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for a depressed state. He took a vacation with his 
secretary and his daughter, leaving his wife alone 
at home. After two days she committed suicide on 
his unconscious command. The husband remained 
unaware of his psychic murder. 

Dr. Meerloo noted that the acting out of death 
wishes is usually not so obvious. However, the 
burden of inadvertent hostility and murderous wishes 
pushing those with weaker egos into depression and 
suicide is frequently seen. 

“Especially in suicide by children, we realize how 
much rejection, teasing and vituperation have to do 
with loss of self-esteem, and how these humiliations 
can drive the young person to suicide.” 

Dr. Meerloo related his concept of psychic homi- 
cide to that of brainwashing in which a person is 
made by another to believe, say and do things he 
himself would not ordinarily do. 

In the age of encroaching technology and grow- 
ing community pressure, resulting in weakening ego, 
decreased self-esteem, and diminishing personal 
responsibility, these unconscious attacks on a person’s 
will and integrity become more and more relevant.” 
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A N EXHAUSTIVE DISCUSSION of types and 
causes of amenorrhea is not the aim of this 
paper. However a few pertinent remarks ate in order 
relative to the cases to be presented. 

Regarding primary amenorrhea, it has been stated, 
“If amenorrhea cannot be overcome by time, proper 
hygiene, diet, hormones, and perhaps some psycho- 
therapy, the last treatment that can be applied is 
roentgen therapy.’ 

To the above list of therapeutic measures should 
be added “ovarian resection’. Although none has 
been reported, cases of primary amenorrhea from 
polycystic ovaries or persistent corpus luteum are 
conceivable. 


PSYCHOGENIC AMENORRHEA 


To Loeser, for instance, has been attributed the 
belief that emotional shock can arrest endometrial 
growth in the post-ovulatory phase.’ The existence 
of psychcgenic shock-induced “hypothalamic amenor- 
rhea” is not doubted. In these cases are usually 
found endometrial atrophy and ovaries with atretic 
follicles.” 

Fluhmann® states that psychogenic amenorrhea 
may be due to luteinizing hormone deficiency, and, 
further, that normal amounts of follicle-stimulating 
hormone are present with a deficient estrogen pro- 
duction. Fletcher and Brown‘ believe that a defi- 
ciency of interstitial-cell-stimulating hormone would 
not appear to be the usual mechanism in secondary 
amenorrhea. They further state that among their 
cases, there was no correlation between gonadotropin 
excretion and clinical features. (One case out of 18 
studied had persistent lactation associated with high 
gonadotropin excretion.) 

Rakoff"* implies that functional amenorrhea is 
due to a deepseated psychoneurosis, intensive psycho- 
therapy is necessary, and the success rate is “‘not so 
great as might be desired.” Rogers" states that since 
menstrual disorders may be directly asscciated with 
unconscious repudiation of femininity, amenorrhea 
is therefore their most logical form. 

Goldzieher and Goldzieher® reported two cases of 
psychogenic amenorrhea unresponsive to steriod hor- 
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Amenorrhea and Corpus Luteum Persistens 


T. STACY LLOYD, Jr., M.D. 
Fredericksburg, Virginia 


mene administration. In both cases estrogen tol- 
erance tests showed abnormal estrogen destruction. 


THERAPEUTIC ASPECTS OF AMENORRHEA 


Rothchild™ states that in patients with “functional 
amenorrhea”, cortisone has been used with some 
benefit although the mechanism is not clear. DeCosta 
and Abelman® report that in rabbits, cortisone has 
no gonadotropic properties nor does it block gonado- 
tropin release. 

In discussing amenorrhea and sterility associated 
with endometrial hyperplasia, Wolfe states that 
ovarian irradiation probably should not be used 
until all other methods of treatment have proved 
unsuccessful. He reports three such cases although 
surgery of the ovary was not used in any. Israel™ 
deplores low-dosage ovarian irradiation altogether. 

According to Buxton,’ it has been suggested that 
ovarian irradiation is beneficial not so much on 
account of ‘‘stimulation” but by the elimination of 
some inhibitory substance. He further states that this 
approach is “considered by many to be inadvisable 
because of the possibility of chromosomal muta- 
tions.” Further, in hyperhormonal amenorrhea, 
ovarian resection might be preferable to irradiation 
if the curative effect of the latter is due to decrease 
in estrogen production.” However, Novak and Novak" 
express the fear that improper selection of cases 
for such therapy might set the practice of gynecology 
back to the days of indiscriminate “ovarian whit- 
tling”’. 

Regarding hormonal therapy, Zondek (according 
to Gray™) states that progesterone given to a patient 
who has her own corpus luteum will produce either 
no bleeding or bleeding from a progestational endo- 
metrium. Out of Gray’s 31 amenorrheic patients 
(ages 17-42) treated with hormones, only 8 were 
considered improved or cured and 5 of these also 
received thyroid. Gray further states “if an increased 
level of progesterone is maintained over a period 
of 3 or 4 days or more, a drop in the level will be 
followed by withdrawal bleeding provided there is 
a moderately subnormal or higher level of estrogenic 
hormone present.” 
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CORPUS LUTEUM PERSISTENS 


In 78 cases of postpartal amenorrhea, Hunt" found 
no instance of corpus luteum persistens or corpus lu- 
teum cyst. He postulated that in some cases, at least, 
marked pituitary depression by placental gonado- 
tropins may persist into the postpartal period. 

Novak and Novak" state “the cystic distention 
of a corpus luteum may at times be so great as to 
interfere with its normal involution, thus forming a 
corpus luteum persistens.” Thus may be produced 
temporary amenorrhea followed by prolonged bleed- 
ing. Forman® agrees, and further states a pseudo- 
decidua may be formed from increased or prolonged 
progesterone output. The palpation of the cystic 
ovary may lead to the mistaken diagnosis of ectopic 
pregnancy. He indicates that “corpus luteum cyst” 
and “corpus luteum persistens” are synonymous 
terms. 

Frank’, however, differentiates between these terms 
and states that amenorrhea may last for years. He 
also states that persistent or excessive Prolan B 
production can lead to follicle luteinization and 
resultant amenorrhea without endometrial hyper- 
plasia; that corpus luteum persistens occasionally 
follows pregnancy and may be associated with inter- 
mittent breast secretion; and that the true nature 
of the disorder may be ascertained on endometriai 
biopsy. He advocates a therapeutic test in such 
cases: the administration of 50-75 mg. testosterone. 
He does admit that “in chronic amenorrhea due to 
persistent corpus luteum cyst, enucleation of the 
lutein tissue may be the only possible cure.” 

Fluhmann® states that the probable rarity of 
corpus luteum persistens leads one to doubt its ex- 
istence. A false diagnosis might arise from the 
superimposition of an unrecognized pregnancy or 
an amenorrhea of other cause. Confusion might also 
arise, he states, from ovulation following an amenor- 
rheic phase, demanding “careful analysis of the 
criteria which distinguish the age of the corpus.” 
He mentions the possibility of experimental produc- 
tion of corpus luteum persistens from the administra- 
tion of chorionic hormone. 

Case #1. S. O., a 20 yr. old married white para 
1-0-0-1, was first seen in consultation August 25, 
1956, because of sterility and amenorrhea since her 
delivery on March 21, 1955. At that time she had 
an uneventful low forceps delivery of a normal 
6 lb. 15 oz. infant. EDC by menses had been Feb- 
ruary 22, 1955. Perusal of her old chart showed 
the postpartal course had been nonmorbid and un- 
complicated and she left the hospital on the third 
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postpartal day. On April 13, 1955, she had a D 
and C for excessive bleeding from retained secundines. 
(Hemoglobin was 9.2 grams and 1000 cc. whole 
blood was given.) Shock was not present during 


Fig. 1. Case #1. Old luteal tissue from. right ovary. 
x100. Enlarged 3 times. 


either hospital admission. She stated she had noticed 
some breast smallness, loss of libido (due to cervical 
dyspareunia), slight hoarseness and cough. Her 
mother stated that the patient seemed nervous and 
had “no life”. There was some unruliness of her 
hair. She denied cold intolerance. She had slight 
nonirritating leukorrhea. Review of systems was 
otherwise negative. : 

Physical examination: Weight 123 3/4 lb. Blood 
pressure 115/70. Pulse 75. EENT—negative. Fundi 
normal. Diffuse slight thyroid enlargement. Chest 
normal. Breasts small, normal glandular tissue. 
No secretions. Female hair distribution. Abdomen 
negative. On pelvic examination, the uterus was 
normal in shape, size, and position. Cervix had an 
old laceration. Vaginal mucosa did not appear 
atrophic. Adnexa negative, right ovary tender. Cul- 
de-sac negative. No cervical mucous crystals. Hemo- 
globin 15 gms. 
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Clinical course: 


Vi-Thyro, one capsule a day, was prescribed. In- 
structed to take stilbestrol, 1 mg. per day for 21 days. 


September 15, 1956. Weight 122 1/4. Cervical 
mucus disclosed crystal forma- 
tion. Proluton 37.5 mg. ad- 
ministered. 

Weight 122 3/4. No menses. 

Instructed to take stilbestrol 

5 mg. per day for 21 days. 

October 27, 1956. Weight 126 1/4. Blood pres- 
sure 120/70. Proluton 50 
mg. administered. Cytomel 10 
mcg. daily prescribed. 

November 24, 1956. No menses. No cervical mu- 
cous crystals. Weight 124 1/4. 
Blood pressure 100/60. No 
change on pelvic examination. 
Instructed to take no further 
medication. 

January 21, 1957. Nomenses. Operation: D and 
C; tracheloplasty; appendec- 
tomy and bilateral ovarian 
wedge resection. The left ovary 
was about 1/3 normal size; 
the right about 1/2 normal 
size, containing a 1 cm. cyst at 
the proximal pole. The pa- 
thologist reported “secretory 
endometrium and corpus lu- 
teum cyst”. 

February 16,1957. Weight 126 1/2. No menses. 
Bimanual examination nor- 
mal. No cervical mucous crys- 
tals. Cervix well-healed, 
sounded with difficulty. Min- 
imal bleeding after sounding. 
Cavity felt dry on sounding. 
To take stilbestrol 5 mg. daily 
and return in 3 weeks. 


October 6, 1956. 


June 25, 1957. Did not return as instructed. 
Had a normal 4 day period be- 
ginning March 1 and again 
“in early April”. On examina- 
tion the right ovary was twice 
normal size. Uterus in mid- 
position, not palpably en- 
larged. No cervical mucous 
crystals. 


"January 21, 1958. Delivery of a normal 6 lb. 
infant. The mother suffered 
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an intrapartal hemorrhage and 
was given 500 cc. whole blood. 


Following discharge she bled at home and was 
treated with Methergine by her local physician. 
She was last seen April 26, 1958, normal menses 
having resumed. 


Case #2. K.D., a 21 year old unwed colored para 
1-0-0-1, was first seen October 12, 1957, having had 
amenorrhea since delivery on July 13, 1956. She 
said she had delivered at “10 months” and had a 
6 lb. 8 oz. stillborn infant. (Death was due to ten- 
torial tear and hemorrhage.) Postpartal course had 
been uneventful. She complained of feeling tired. 
She also had occasional headaches, insomnia and 
constipation. Weight 143 1/2. Blood pressure 126/ 
90. Thyroid not palpable. No breast secretions. 
The uterus was anterior, slightly small. Ovaries were 


Fig. 2. Case #2. Old luteal tissue adjacent to cyst lined 
with granulosa cells. x10. Enlarged 3 times. 


small. Cervix clean, no mucous crystals. Proloid 

60 mg. per day prescribed and cyclic therapy with 

stilbestrol-progesterone started. 

November 2, 1957. No menses. No cervical mu- 
cous crystals. Some nausea 
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November 16, 1957. 


December 14, 1957. 


January 16, 1958. 


February 8, 1958. 


March 29, 1958. 


and urinary frequency. Weight 
143 3/4. Given 2 cc. Cyclo- 
gesterin intramuscularly and 
Dexedrine Spansules 15 mg. 
No menses. Pelvis same. No 
cervical mucous crystals. Wet 
smear disclosed Trichomonas 
vaginalis. External os ste- 
notic. Cytomel 25 meg. daily 
prescribed. To take Enovid, 
one tab. daily for 21 days. 
Feels fine. No menses. No 
cervical mucous crystals. 
Weight 148. Hemoglobin 
80%. Pelvis same. To take 
no further medication. 

No menses. X-ray of sella 
turcica normal. Operation: D 
and C; appendectomy; ova- 
rian wedge resection. Cervix 
was stenotic and dilated with 
difficulty. Endometrium ap- 
peared grossly normal. The 
left ovary was slightly en- 
larged (not detected on exam- 
ination at time of D and C) 
with a thick capsule and many 
small cysts. A_ blood-filled 
corpus luteum was noted. The 
right ovary was smaller than 
normal and sclerotic. Wedging 
of both ovaries performed. 
Old luteal fragments noted in 
the right ovary. The patholo- 
gist reported bilateral ovarian 
follicular cysts, a hemorrhagic 
corpus luteum cyst, and se- 
cretory endometrium. 

No menses. Pelvis normal. 
Cervical mucus bloody. Cer- 
vix sounded easily. Weight 
158 1/4. 

States she had a 7 day nor- 
mal flow beginning February 
19 and a 5 day normal flow 
beginning March 20. Uterus 
slightly hypertrophic on bi- 
manual examination. Weight 
152 3/4. Blood pressure 122/ 
80. 


COMMENTS 
The history of hemorrhage on Case #1 makes one 
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think of Sheehan’s syndrome, but there were no 
stigmata of panhypopituitarism. A few earmarks of 
hypothyroidism were present, however. Even lacking 
these or laboratory evidence of thyroid deficiency, it 
is desirable to employ small doses of thyroid medi- 
cation empirically in cases such as these. 

Case #2 also had some earmarks of thyroid dys- 
function, especially the progressive weight gain. It 
would be of some interest to have had tests of thyroid 
function performed. 


It would also have been enlightening perhaps to 
have had psychiatric consultation in both cases. Case 
#1 usually was accompanied by her mother on each 
visit. This in itself bespeaks a possible psychologic 
aspect to the problem. Case #2 was unwed and lost 


Fig. 3. Case #2. Same as Fig. 2, x100. Enlarged 3 times. 


her baby in a traumatic delivery. Thus in Case #2 
we are aware of a potential emotional shock. Unless 
the bleeding episode in Case #1 produced some 
marked psychologic trauma, we can find on super- 
ficial inspection no such factor. 

It is also interesting that both patients had 10 
month gestations according to menstrual history. 
This is probably a coincidental affair. I am not 
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aware of any reports on the relation between postdate 
labor and menstrual disorders, nor have I observed 
any relationship. 

Although Rakoff deplores his low success rate, one 
might well feel the same about any facet of medical 
practice. It may be that in many cases of amenor- 
rhea resistant to psychotherapy, anatomic changes 
have set in such as to preclude cure by conservative 
means, where earlier attack might have been more 
fruitful. Therefore, failure of psychotherapy to pro- 
duce catamenia need not imply that the condition did 
not originate in an emotional upheaval. Conversely 
the simultaneous occurrence of psychoneurosis and 
amenorrhea need not imply a cause-and-effect rela- 
tionship. A psychologic aberration may coexist with 
an organic lesion (witness the failure of hypno- 
therapy in a case of Stein-Leventhal syndrome.™) 

Since cortisone had been reported to have no stim- 
ulatory, mimicking, or inhibitory relationship to 
gonadotropins, any effect it might have on a per- 
sistent corpus luteum would probably be by virtue 
of direct action, possibly through some effect on 
ovarian connective tissue. 

Regarding a testosterone therapeutic test, any ben- 


Fig. 4. Case #2. Secretory endometrium. x 100. 
Enlarged 3 times. 
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efit that might accrue therefrom would also pre- 
sumably be by direct action since the pituitary gon- 
adotropins would be already inhibited by the 
ovarian hormones. In any case there would be no 
certainty of the diagnosis of corpus luteum per- 
sistens or corpus luteum cyst without ovarian biopsy. 
A presumptive diagnosis might be made, however, 
on endometrial biopsy. An ovarian cyst accompany- 
ing amenorrhea might be of follicular origin and 
these usually regress spontaneously without treat- 
ment. Then, too, the use of medication might be 
of psychological value in cases of “hypothalamic 
amenorrhea”’. 

Ovarian irradiation might conceivably be of value 
for a corpus luteum persistens for those who care 
to use this approach. This or ovarian resection prob- 
ably acts by destroying the source of progesterone, 
thus disinhibiting pituitary gonadotropins and per- 
mitting reestablishment of the pituitary-ovarian 
cycle. On the other hand if psychological trauma be 
the prime factor, any of the patient’s “guilt” feelings 
might be subconsciously atoned for by the “punish- 
ment” of surgery, with resumption of menses. 

Neither corticoids, testosterone, nor irradiation was 
employed in the cases here presented. Estrogens, 
progesterone, and thyroid were, however, given ade- 
quate trials. Gonadotropin and hormone determina- 
tions were not done, although results of such tests 
would be most interesting. 


CONCLUSIONS 


In cases of amenorrhea refractory to conservative 
approaches, it would be well to keep in mind the 
diagnosis of corpus luteum persistens and the bene- 
fits obtainable through ovarian resection. In ad- 
vocating such for hyperhormonal amenorrhea, Bux- 
ton might well have included such a condition as 
well as the polycystic ovary syndrome. Whatever 
the origin of a persistent corpus luteum, be it emo- 
tional, hormonal] or mechanical, the ultimate patho- 
logic changes in the ovary could well be analogous 
to those of the Stein-Leventhal syndrome—cyst 
formation, capsule thickening, increased pressure in 
the organ, and impaired circulation. 

In Case #1, both ovaries were shrunken. In Case 
#2, one was shrunken and the other slightly enlarged, 
cystic, and thickened. In both cases the adnexa felt 
normal on bimanual examination. The endocrine- 
pathologic relationships seem fairly obvious. (See 
Chart) 

Since the corpus luteum produces estrogen as well 
as progesterone,’ marked atrophic changes in the 
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PERSISTENT CORPUS LUTEUM* 


PERSISTENT PROGESTERONE PRODUCTION 


PERSISTENT SECRETORY <————} PITUITARY GONADOTROPIN 
ENDOMETRIUM INHIBITION 


AMENORRHEA <€—— ESTROGEN <€—— DEFICIENT OVARIAN 
DEFICIENCY STIMULATION 


SHRUNKEN OVARIES 


*Southam states there is some evidence that this could 
occur, but suggests that most of the time the chain of 
events would be: PERSISTENT CORPUS LUTEUM™——> PER- 
SISTENT PROGESTERONE PRODUCTION (Pseudo-pregnancy) with 
a short period of amenorrhea» PITUITARY INHIBITION 
FAILURE OF CORPUS LUTEUM™——> WITHDRAWAL BLEED- 
ING, 
vaginal mucosa need not occur. Assuming the scheme 
is correct, laboratory tests should show elevated preg- 
nandiol excretion and diminished gonadotropins. 
Further laboratory investigation of this entity is in 
order. 

The syndrome of corpus luteum persistens should 
embrace the following factors: 

1. Anovulation, amenorrhea, and sterility. 
Secretory or pseudodecidual endometrium. 
High pregnanediol and low gonadotropin ex- 
cretion. 

4. At least one shrunken ovary (depending on 
duration of amenorrhea). 

5. Adnexal mass (sometimes). 

Lack of response to cyclic hormone and thy- 

roid therapy. 

Lack of response to psychotherapy. 

8. Possible response to testosterone, cortisone, or 

x-ray. 

9. Cure from ovarian resection. 

To this list might be added the finding of uterine 
hyperinvolution or atrophy (as in case #2). Thus 
we almost have a Chiari-Frommel syndrome (which 
is not a separate entity, according to Hunt), lacking 
only the breast secretion. 

It is concluded that the syndrome of the persistent 
corpus luteum is not so rare as had been thought. 
The cases of amenorrhea resistant to psychotherapy, 
the cases amenable to treatment by ovarian irradia- 
tion, the so-called Chiari-Frommel syndrome might 
all have begun as luteal amenorrhea. 

In the early stages the endometrium should be 
progestational. With persistent gonadotropin sup- 
pression and luteal aging, an irreversible stage of 
exhaustion might be reached where atrophic changes 
set in and all therapy avails naught. 
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SUMMARY 


1. Two cases of amenorrhea due to corpus luteum 
persistens are presented, both cured by ovarian 
resection. 

2. Some aspects of the origin and treatment of 
amenorrhea are discussed. 

3. A table of endocrine-pathologic relationships 
is presented. 

4. The clinico-pathologic aspects of the syndrome 
are listed. 
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Low Back Pain 


HE PATIENT with low back pain, with or 
without sciatic pain, has always been a problem 
to the physician. !t is said that Hippocrates is be- 
lieved to have advised the use of the hot cautery 
in the treatment of patients afflicted with such com- 
plaints. The use of his method probably accom- 
plished two purposes. It allowed the physician to 
feel that he was doing something in a difficult situ- 
ation. Secondly, it terrified the patient to such an 
extent that he stayed away from the physician and 
refrained from bothering him with his troublesome 
complaints. The physician today can offer the patient 
suffering from such complaints more effective meth- 
ods of treatment.! 

The anatomy of the vertebral column involves 
practically all structures of the human body. The 
spinal column is an indicator of muscle bone balance. 
The complex interrelationship of muscle, tendon, 
bone, ligament, joint, nerve and blood supply is a 
consideration in the presence of abnormal deviation 
and curvature of the spine. The human spinal col- 
umn is the central axis of the skeleton and is situated 
in midline of the posterior aspect of the trunk. It 
is composed of thirty-three vertebrae; twenty-four of 
which are true or movable and nine false or fixed. 
The lower five movable are the lumbar vertebrae. 
The sacrum is composed of the first five fixed ver- 
tebrae and the coccyx is composed of the remaining 
three to five fixed vertebrae. The vertebral column 
functions as a pillar of support for the trunk and 
a case for the protection of the spinal cord, nerve 
roots and meninges. Cephaled it supports the skull 
and laterally it gives attachments to the ribs which 
receive some weight of the upper limbs. Caudad it 
is supported by the pelvis through which the weight 
of the trunk is transmitted to the lower limbs. All 
vertebrae are built on the same general principle but 
their individual structure is modified according to 
their position. The typical vertebra is composed of 
a strong body in front which carries and transmits 
weight. The body is the most fixed part of the ver- 
tebral column. The neural arch is attached behind 
and encloses the spinal cord. 

Strong pads of intervertebral discs are placed 
between the bodies of contiguous vertebrae and the 
arches are connected by ligaments and tend to over- 
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lap one another. The arch is relatively more movable 
than the bodies. The neural arch has spinous, ar- 
ticular and transverse processes as well as laminae 
and pedicles. 

The most striking characteristic of the complete 
column when viewed as a whole is the presence of 
curves. There are two sets of curves in the vertebral 
column; namely, the primary or accommodation 
curves and the secondary or compensation curves. 
In the saggital plane there are four of these. There 
are convex forward curves in the cervical and lum- 
bar regions. Concave backward curves are seen in the 
thoracic and sacral zones, The thoracic concave 
curve is primary as well as the sacral curve. These 
primary curves are for the accommodation of the 
thoracic and pelvic viscera. 

The secondary curves compensate for the assump- 
tion of the upright position. Their convexities are 
directed backward and develop because of changes 
in the intervertebral discs. 

The lumbar curve lies between the twelfth dorsal 
vertebra and promontory of the sacrum. It develops 
between the ninth and twelfth post natal month when 
the child begins to walk.? When the normal lumbar 
curve becomes acutely lordotic, that is the angle 
between the fifth lumbar and the sacrum is abnor- 
mally acute, a potentially weak back results. When 
the convexity of this lumbar curve is lost or reversed 
into a typical flat back, a rounded lumbar back 
results which has a tendency for development of low 
back pain. 

Since low back pain is only a symptom and may 
result from such a variety of causes, each patient 
presents a problem in diagnosis. The etiology of low 
back pain with or without sciatica are many. A 
number of such etiological factors may be listed as 
follows: (1) gynecological disturbances such as 
uterine displacements or salpingitis; (2) urological 
disturbances; (3) faulty posture; (4) herniated nu- 
cleus pulposa; (5) psychogenic factors; (6) trauma; 
(7) fibrositis and myositis; (8) gastrointestinal dis- 
turbances; (9) muscular imbalance; (10) obesity; 
(11) spondylolisthesis; (12) use of appliances over 
long periods of time prolonging disability; (13) con- 
genital anomalies; (14) assymetrical articulating 
facets and; (15) sacroiliac disturbances. 
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Time does not permit consideration of these many 
factors singularly. However, I shall attempt to dis- 
cuss briefly those of an orthopaedic basis. Generally 
there are two broad classes of low back pain: (1) 
those which occur rapidly as the result of an injury 
or excessive stress or strain, and (2) those which 
come on insidiously as a result of faulty mechanics, 
congenital anomalies and progressive pathological 
conditions.* 

Probably the most common cause of low back 
pain is the simple sprain of the actual joints of the 
vertebrae. The articulating joints of the vertebrae 
are true joints in that they are enclosed by joint 
capsule synovia and have cartilagenous articulations. 
These can be sprained just as any other joint such 
as the wrist, ankle or finger. Quite frequently acute 
low back pain is due to involvement of the soft 
tissue structures surrounding and supporting the ver- 
tebrae. This type of pain is often complained of in 
the early summer when too vigorous exercise is 
indulged in after months of inactivity during winter 
and early spring. It is seen frequently following 
digging in spring gardens, lifting heavy weights and 
striking enthusiastically at a golf ball. Many of 
these individuals after the initial-attack will in a few 
minutes recover to continue carrying on again. Such 
patients seek medical advice the following day when 
the patient states he was so stiff and painful that 
he had to roll out of bed and crawl on his hands 
and knees before he limbered up enough to enable 
himself to walk. It is believed that in the interval 
between the initial injury and arising from bed the 
fascia, ligamentous structures and muscles reacted 
through contracting and edema, thus causing the 
disability. The treatment of the above is varied 
depending upon the resources at hand. As a rule bed 
rest will cure the patient in a few days supplemented 
by local application of heat in the form of heating 
pads, diathermy, and heat lamps and analgesics. 
When there is point tenderness present, infiltration 
with one per cent Novocain will relieve spasm and 
pain. 

Compression fractures or fractures of the ar- 
ticulating pedicles may be caused by very slight 
injuries, especially in elderly people whose bones 
have become decalcified because of improper diet, 
senility and other reasons. Thus, I emphasize very 
strongly the necessity for taking x-rays on all patients 
who complain of low back pain regardless of how 
trivial the injury seemed to have been. 


Congenital anomalies are not uncommon in the 
low back area and are mostly benign. They do have 
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a tendency to favor an unstable back. A person may 
go many years with no complaints in reference to 
his low back and then begin having progressive 
low back pain. It is believed that the most frequent 
site of low back pain is in relation to an unstable 
lumbosacral articulation. In the most stable type 
of joint the facets face laterally and medially. In 
the usual anterior-posterior roentgenogram the ob- 
server looks through the facet joint space visualizing 
the articular surface between the facets. An infinite 
variety of facet relationship is often observed to the 
extremely unstable articulation in the caphalad- 
caudal type of facet which may be present on one 
or both sides of the vertebral column. These as a 
rule permit an undue amount of motion at the lumbo- 
sacral joints. Frequently associated with excessive 
mobility is posterior displacement of the fifth lum- 
bar vertebra on the sacrum. The vulnerability of the 
intervertebral foramina by its alteration in size and 
shape through the mobility of the intervertebral discs 
and articular facets has been excellently expressed 
by Danforth and Wilson. When there is narrowing 
of the disc space, subluxation of the facet joints 
occurs which causes a narrowing of the intervertebral 
foramen of the spinal nerves. Putti for many years 
has maintained that sciatica is caused frequently by 
narrowing of the foramen through pathological con- 
ditions of the intervertebral articulations, the articu- 
lar facets.’ The back of such mechanical instability 
is susceptible to stress and strain. In the more stable 
back subject to the same stresses, only slight symp- 
toms develop. The laminae of the fifth lumbar or 
first sacral may not be united in the midline. When 
the defect is broad with protrusion of a sac from the 
spinal canal the condition is a spina bifida. When 
the defect is narrow and there is no protruding sac 
it is referred to as a spina bifida occulta. Many 
cases of back pain have been attributed to this 
condition. Such a defect is not significant except 
that it contributes additional weakness when other 
defects are present. 

The normal lumbosacral angle is approximately 
thirty-five degrees with the horizontal plane. An 
acute lumbosacral angle when present intensifies any 
symptoms present. In many individuals the line of 
relationship is actually vertical so that there is a 
shearing strain at this joint or a tendency for the 
fifth lumbar vertebra to slide downward and forward 
off the sacral platform. Von Lackum has pointed 
out that if the angle is beyond fifty degrees the 
stresses placed on the lumbosacral joint are severe 
and there is great instability. The center of gravity 
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of the trunk is represented by a vertical line through 
the center of the third lumbar vertebra. When the 
vertical line passes as much as half inch anterior 
to the sacrum more strain is placed on the muscles 
and ligaments of the low back than is believed to be 
normal. 

Sacralization of the transverse processes of the fifth 
lumbar vertebra is often seen. These may be uni- 
lateral or bilateral. According to Hagger.® the lum- 
bosacral facets are usually rudimentary in this con- 
dition and thus an unstable back may be present. 
The fifth lumbar or first sacral vertebra may be 
affected. There may be union of the wing of the 
transitional vertebra to the sacral wing on one or 
both sides. Even when the transitional vertebra is 
sufficiently fused to the sacrum to prevent motion 
symptoms may still arise from the lumbosacral area. 
The transitional vertebra tends to occupy a position 
normally occupied by the first sacral vertebra and 
its superior surface may be sharply inclined from 
the horizontal. The joint between the transitional 
vertebra and the next lumbar vertebra is subject to 
the same mechanical weaknesses as usually affect 
the lumbosacral joint.° 


Another mechanical fault observed in the lumbo- 
sacral joint is spondylolisthesis. In this condition 
failure of a bone fusion due to a defect in the pedicles 
of the involved vertebrae is present. In other words 
the upright shearing force of man causes a gravi- 
tational slipping forward of usually the fifth lumbar 
vertebra on the sacrum. Although attacks of severe 
pain may be due to increased displacement, most 
of them are due to the strain placed on the soft 
tissues. 

Lack of stability rather than the presence of dis- 
placement is the cause of symptoms. The term pre- 
spondylolisthesis refers to an obvious failure of bone 
continuity in the posterior elements but without any 
forward displacement on the sacrum. 

Over the past ten years oue of the more common 
causes of mechanical derangement which has been 
observed causing sciatica has been posterior pro- 
trusion of the lumbar intervertebral discs. The inter- 
vertebral space is composed of three main elements, 
the nucleus pulposa, the annulus fibrosus and upper 
and lower hyaline plate. The normal discs act as 
a cushion for the central nervous system from the 
shocks of daily activity. It serves to transmit weight 
of the trunk from one vertebra to another and it also 


. permits mobility of the spine. The nucleus pulposa 


is a centrally placed amorphous mass. In the young 
and middle aged it is believed to be under consid- 
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erable tension. In old age it loses its compressibility 
and resiliency and becomes less differentiated from 
the annulus fibrosus. Two possible explanations for 
the presence of these protrusions have been postu- 
lated. They may be due to sudden rupture of the 
annulus fibrosus as the result of raising the internal 
disc pressure above the breaking point of the an- 
nulus fibrosus. Another explanation is that degen- 
eration occurs in the annulus fibrosa and even the 
disc itself as a result of wear and tear of ordinary 
use. Through a small fissure there may be a slow 
gradual extrusion of the mass or a sudden one which 
can be precipitated by mild trauma. In the former 
there are recurring episodes of low back ache over 
many years before the extruded mass produces an 
attack of sciatica. It is my opinion that there is 
degeneration present and that herniation is hastened 
or precipitated by mild trauma. I believe that de- 
generaticn of the annulus is encouraged by insta- 
bility of the supporting structures of the vertebral 
column. When the nucleus is removed and no fusion 
is done, narrowing of the joint space occurs and this 
enhances the possibility of pressure on the nerve 
roots as the foraminae narrow from subluxation of 
the facet joints. If the patient should come to sur- 
gery because of a herniated disc as a rule a fusion 
should be carefully considered at the same time. 


We see many severe injuries of the back sufficiently 
severe to cause a break in continuity of the tissues 
but the vertebra is fractured and the patient has no 
disc syndrome. Saunders and Inman" in their studies 
reveal that the annulus does take part in the degen- 
eration and becomes so thin as to be unable to retain 
the nucleus even under normal stress. 

Hauser™ postulated the cause of back pain to 
functional decompensation which is dependent upon 
all factors which increase the load or decrease the 
strength. Overweight or carrying excessive burdens 
would be causative factors. Debilitating diseases, 
poor hygienic conditions and lack of exercise would 
be contributing factors in a functional decompensa- 
tion. The combination of increased load and de- 
creased strength would make decompensation come 
on more rapidly. 

The great majority of all patients with low back 
pain with or without sciatica are treated conserva- 
tively and I believe surgery should be resorted to 
only in those cases who have recurrent attacks so 
often as not to make continuation of conservative 
therapy a sound approach. Surgery should also be 
resorted to in those cases who fail to respond to 
conservative treatment. 
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Conservative plans have been advocated and writ- 
ten about by Henry, Breck and Bascom" and others. 
This plan of treatment is directed toward relief of 
pain, relaxation of muscle spasm, regression of 
inflammation, correction of the deformity and to 
return the patient to useful activity. 


The treatment varies as to whether or not the 
back ache is acute, recurrent or chronic. The acute 
severe cases are treated best by bed rest preferably 
in a hospital with the back rest raised to forty- 
five degrees and knee rest about the same. This 
flexed position is maintained even if the patient 
lies on his side. He is advised not to lie flat in bed 
either on his back or face except when the bed is 
lowered to allow diathermy or other heat therapy 
three to four times daily. The heat helps control 
spasm. Massage may also be given to alleviate pain 
and spasm. Narcotic drugs may be required in the 
severe cases but salicylates are generally used. Tol- 
serol is used to help relieve spasm. The dese is .1 
gram every four hours. 

As soon as it is feasible, in four to five days 
depending upon how the patient feels, flexion exer- 
cises are given. These consist of lying flat and (a) 
pulling the head and neck forward; (b) with the 
knees flexed, pushing upward on the pelvis and (c) 
attempting to flex both knees up over his abdomen. 
The patient does each of these exercises about five 
times for three periods daily following heat therapy. 
After ten days to two weeks at bed rest, depending 
upon how the patient feels at that time, a flexion body 
cast or a canvas support with stays is applied in a 
position to maintain a flat back. The support should 
be long enough to cover several vertebrae beyond the 
lumbar vertebrae. The flexion cast is worn from six 
to eight weeks as well as the canvas support. The 
same exercises are carried out with the cast on as 
far as mobility will allow. Another exercise is pre- 
scribed after the cast is removed or if a canvas 
support is worn which can be removed when exer- 
cises are taken. The last exercise prescribed is one 
in which the patient stands against the wall and 
rolls his pelvis upward in order to flatten his back. 
These exercises are prescribed in order to tone up 
the muscles of support and to teach the patient to 
maintain his lower vertebrae in physiological bal- 
ance. Other important instructions given the patient 
are: 

1. Never sleep on your abdomen. Sleep on your 
side with knees drawn up. 

2. Never bend backward or reach up overhead 
backward. 
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3. Never lift loads in front of you above ycur 
waistline. 


4. Sit with the pelvis rotated forward in a slightly 
“slumped” position. 

5. When possible, elevate the knees higher than 
the hips when sitting. 

6. Avcid standing as much as possible. 

7. Avoid high heels as much as possible. 


If flexion treatment fails and there is evidence of 
low back instability, then a fusion of the spine in 
flexion should be performed to maintain the normal 
relationship of the lower lumbar vertebrae. To ac- 
complish this after a disc is removed, if it were 
present, a bone block is snugly mortised between the 
fifth spinous process and the sacrum or between the 
fourth spinous process and the sacrum, with the 
joint flexed so as to reduce subluxation of the arti- 
cular facets. The facet joints are pegged with small 
bone grafts and bone chips are laid beside the bone 
block. This allows the facets to be in normal rela- 
tionship and the nerve root foramina to be opened 
so as to allow adequate room for the traversing 
nerve root. The patient remains in the hospital for 
fourteen days following surgery and then a flexion 
cast is applied which is worn for eight to nine weeks. 
After this, exercises are given to tone up muscle 
balance. 

I have not mentioned the arthritides or infectious 
diseases or malignant diseases which may affect the 
low back as they are distinct problems in themselves 
and require approaches in diagnosis and therapy 
much too lengthy to discuss at this time. I have at- 
tempted to present some of the more common causes 
of low back pain which I believe are due to insta- 
bilities of the vertebral column in the lumbosacral 
area. Patients with such complaints can be treated 
successfully by the general practitioner through the 
conservative measures which have been described. 
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Diabetic Blindness 


Blindness as a complication of long-term diabetes 
may be prevented by early detection and adequate 
control of the disease, a new study has suggested. 
The study, conducted at Joslin Clinic, Boston dia- 
betes detection center, lends support to the “growing 
conviction” that complications of long-term diabetes 
are related to the degree of contro] maintained over 
the years. 

Writing in the February 28 Journal of the Amer- 
ican Medical Association, Drs. Howard F. Root, 
Stanley Mirsky and Jorn Ditzel said the prevalence 
of blindness due to diabetes has been rising as more 
persons survive diabetes for long periods. 

Diabetes appears to seriously disturb the body’s 
whole metabolism (the physical and chemical changes 
in the body). This disturbance apparently plays a 
role in the development of a degenerative eye con- 
dition known as proliferative retinopathy in which 
there are changes in the retina and blood vessels. 
It may lead to blindness. 

The doctors studied the records of 847 persons 
who developed proliferative retinopathy during the 
last 30 years. They found that none of the patients 
had good control of diabetes through diet or insulin 
therapy from the onset of the disease. All had severe 
diabetes of long duration, usually beginning at a 
relatively early age. 

However, many other patients are known to have 
survived diabetes with onset in childhood for periods 
of 20 to 30 years without any evidence of retinopathy 
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when their diabetic treatment had been adequate. 


The authors feel that proliferative retinopathy 
can be prevented and postponed by early diagnosis 
and continuous control. Physicians are “obligated 
to plan treatment and supervise management in such 
a way as to provide the best control attainable at the 
present time. . . .” 


The study showed: 


—That the 847 patients had diabetes from an 
average of 17 years before developing proliferative 
retinopathy. 

—That nearly half of them had diabetes before 
they were 20 years old and the rest before the age 
of 40. Most of them had difficulty in controlling 
the disease. 


—That among the last 206 consecutive cases there 
was no case of blindness in a patient under 20 years 
of age, but that 25 per cent of those over 20 were 
blind. 


In summary, three factors appeared to influence 
the development of retinopathy in diabetics. They 
are: long duration of the ailment; the inability to 
maintain adequate control over the disease, and 
most importantly, the early age of onset. Generally 
when diabetes begins early, it is severe, whereas 
diabetes developing late in life is generally mild. 
Thus early diagnosis and continuous control of 
diabetes is of “maximum importance in postponing 
and preventing” proliferative retinopathy. 
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Rupture of the Duodenum 


Discussion and Case Reports 


UPTURE of the duodenum is a relatively rare 

occurrence. The area of “blowout” usually occurs 
along the posterior wall of the second or third por- 
tion of the duodenum’, and because of its retroperi- 
toneal position, egress of air into the free peritoneal 
cavity is prevented. This means that the usual, 
reliable sign of air meniscus under the diaphragm 
in the upright abdominal x-ray is absent. Rupture 
is always associated with blunt trauma and in par- 
ticular with steering wheel injuries. Rothchild and 
Hinshaw* emphasized the finding of retroperitoneal 
gas bubbles on roentgenograms without actual free 
air being present. However, there are no other spe- 
cific tests presently available to establish the diag- 
nosis other than clinical judgment and a high index 
of suspicion. It seems important, therefore, to em- 
phasize those clinical findings which help the sur- 
geon to make a correct preoperative diagnosis. This 
is necessary not only for satisfaction of professional 
ego, but also to save the patient’s life. The mor- 
tality rate of undiagnosed or late treatment cases 
is high, and ranges from thirty to fifty per cent.%*5 
It should be pointed out however, that since 1952 
this mortality has progressively diminished as a re- 
sult of increasing surgical skill and diagnosis. Em- 
phasis must now be placed on lowering of morbidity 
by still earlier diagnosis and laparotomy. Two case 
reports follow in which in the first, a correct, early 
diagnosis was made and laparotomy performed with 
good results. In the second case there was a delay 
in diagnosis and laparotomy resulting in prolonged 
duodenal drainage of a fistula, extended morbidity 
and hospitalization. 

Case I—M. M. age 45—steering wheel injury 
following a truck accident on 11/3/58. 

Physical examination on admission revealed an 
ashen gray, white male suffering from extreme ab- 
dominal pain. Examination of the heart and lungs 
was within normal limits. Abdominal examination 
revealed diffuse rigidity without localized rebound. 
No masses were palpated. The remainder of the phys- 
ical examination was within normal limits. Blood 
pressure was 140/60. Chest x-ray, flat and upright, 
of the abdomen on admission revealed no evidence 
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of fractured ribs or intrathoracic injury. There was 
no free air present within the peritoneum. 

Laboratory studies revealed hematocrit of 42 
white count 9,000 with normal differential. Uri- 
nalysis revealed clear urine, specific gravity 1015, 
with no red cells present. 

It was felt because of the patient’s essentially 
stable condition, that is normal blood pressure, nor- 
mal hematocrit, and no x-ray evidence of perforated 
viscus, that he should be followed and watched care- 
fully for evidence of intraperitoneal bleeding with 
a recheck of the hematocrit at frequent intervals and 
careful observation to rule out splenic damage. The 
patient was accordingly catheterized and placed on 
heavy doses of sedation. Because of extreme pain 
the sedation dose was increased several times. Re- 
peat hematocrit did not reveal loss of blood and 
blood pressure remained within normal limits 
throughout the hospitalization. 

However, because of muscular rigidity and in- 
creasing abdominal symptoms it was felt that the 
possibility of intra-abdominal organ damage or blind 
retroperitoneal duodenal rupture was a good pos- 
sibility and exploratory laparotomy -was advised. 

At the time of operation a left paramedian in- 
cision was made and generalized exploration of the 
abdomen initially did not reveal evidence of pa- 
thology. There was no blood present within the 
peritoneum, the spleen and liver appeared normal. 
Following this the transverse colon and omentum 
were elevated and retroperitoneal area was inspected. 
It became immediately apparent that gas bubbles 
were present, trapped in the retroperitoneal area, and 
the diagnosis of perforated viscus was established. 
Accordingly, the duodenum was mobilized by the 
method of Kocher, and in the region of the second 
and third duodenum on the posterior wall in the 
retroperitoneal area a long 3 cm. tear was found 
to be present. This was closed using interrupted 
inverting sutures in two layers. Care was used not 
to stenose the duodenum in this region. The area was 
copiously irrigated with warm saline and a long 
Penrose drain placed down to the region of the rup- 
ture. An incidental appendectomy was performed. 
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The post-operative course was satisfactory. A 
long tube was placed through the pylorus and suc- 
tion was used for forty-eight hours in order to de- 
compress the duodenum and prevent profound ileus. 
Large doses of penicillin and streptomycin were 
given, and the tube was removed as soon as active 
peristalsis could be ascertained. The patient did 
well, had a per primam healing of the wound, and 
was discharged on the tenth postoperative day. 

Case II—V. K.—Age 40—White Female—This 
patient was admitted on 10/21/58 following an auto- 
mobile accident in which her upper abdomen and 
chest were struck by the steering wheel. Patient 
was admitted in a semi-conscious state and with 
exquisite abdominal pain. Initial laboratory studies 
at the time of admission, except for an elevated white 
count of 10,000, were within normal limits. Hema- 
tocrit was normal. Blood pressure was stable for 
the first four hours. 


Chest x-rays, flat and upright of the abdomen were 
obtained at the time of admission and there was no 
free air present in the peritoneal cavity. Chest x-ray 
was within normal limits. 

Abdominal examination revealed some rigidity, 
however, the rigidity was not compatible with the 
degree of abdominal pain. It was felt that this 
patient should be observed, followed carefully with 
hematocrits, repeat blood pressure determinations, 
etc. Accordingly, the patient was given intravenous 
fluids, kept off all food by mouth and followed for 
twenty-four hours. It became apparent at the end 
of that time that laparotomy would be necessary 
because of increasing pain, elevation of the white 
count and evidence of intraperitoneal soilage. 


Laparotomy was performed and large amounts of 
small bowel contents were aspirated. It was not 
possible in view of the extensive peritonitis to do a 
definitive operation at this time. However, a large 
drain was placed in the region of the duodenum and 
first portion of the jejunum. Post-operatively the 
patient did extremely poorly, was maintained on 
iv. fluids and had continuous sump-drainage of 
small bowel contents. On 12/18/58 a second opera- 
tion was performed in an attempt to close the obvious 
small bowel fistula. At this laparotomy a tear was 
found at the duodenojejunal angle from which large 
amounts of small bowel contents were freely exuding. 


Closure of this lesion was performed, and the 
area was again drained. The patient, however, ex- 


- pired on 12/19/58. 


A post-mortem examination revealed hemorrhages 
in both adrenals, and diffuse peritonitis. 
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It seems obvious that this death was preventable 
had the diagnosis been strongly suspected. This 
case emphasizes the point that an exploratory lapa- 
rotomy should be performed at an early time follow- 
ing blunt trauma to the abdomen or chest where 
there is suspicion of small bowel or duodenal rupture. 

A comparison of the course of these two patients 
classically demonstrates the need for early lapa- 
rotomy in all suspected cases of ruptured duodenum. 
The following points of emphasis are made to aid the 
surgeon in this diagnosis: 

1. History of blunt trauma to the abdomen— 

usually a steering wheel injury. 

2. Severe abdominal pain with muscular rigidity 
and absence of localized rebound. Progressive 
muscle guarding and pain with occasional ra- 
diation to the back or region of the testicles. 

3. Absence of free air under the diaphragm but 
with the possibility of retroperitoneal gas 
bubbles on close inspection of the roentgeno- 
grams. 

4. Initial laboratory studies showing normal 
hematocrit and red cell count with elevated 
white count. The hematocrit remains roughly 
normal on repeat studies, however, the white 
cell count becomes progressively elevated. 


5. Relatively stable blood pressure throughout. 


In a small group of patients there may be a symp- 
tom free period lasting for several hours.* Usually, 
however, the patient presents with severe abdominal 
pain which becomes progressively worse and which 
radiates through to the back. Testicular pain and 
occasionally priapism occur—possibly due to retro- 
peritoneal sympathetic nerve irritation.’ Although 
the patient may appear ashen, the blood pressure, 
hematocrit and red cell count rarely change unless 
there is associated damage to other organs such as 
spleen, liver or kidney. 


SURGICAL TREATMENT 


Once the diagnosis is suspected an early lapa- 
rotomy is mandatory. There is no place for a primary 
treatment with intubation, antibiotics and hopeful 
waiting. This approach will result only in a duo- 
denal fistula, with or without pancreatitis and late 
fistulalization and will require delayed drainage of 
the fistula. A prolonged hospitalization, loss of elec- 
trolytes and difficult parenteral fluid problems, not 
to mention the untold loss of time and misery to the 
patient, make a so-called “‘conservative’’ non-opera- 
tive” approach contraindicated. Laparotomy should 
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be performed with a general exploration of the 
abdomen. Usually, no immediate pathology will be 
apparent. The greater omentum and transverse colon 
must then be lifted and the retroperitoneal area 
inspected. At this time the diagnosis can quickly be 
made by the finding of retroperitoneal air bubbles. 
Treatment now must consist of : 

1. Mobilization of the duodenum and exposure 
of the area of rupture. 

2. Primary closure of the area of rupture with 
careful trimming of the edematous edges of 
the area. Interrupted sutures seem to give the 
best closure and care must be taken not to 
stenose this region of the duodenum. 


3. Careful inspection of the pancreatic bed for 


evidence of pancreatic extravasation. 


4. Saline irrigation of the retroperitoneal area, 
and closure of the abdomen with care to leave 
a large Penrose drain down to the rupture 
site. 


5. Passage of a Levin tube or double lumen tube 
through the pylorus for constant forty-eight 
hour suction. This affords complete duodenal 
decompression, prevents profound ileus and 
also obviates the problem of tension at the 
suture line. 


Complications following closure include extensive 
cellulitis of the retroperitoneal area and peritonitis. 
Subhepatic abscess and subphrenic abscess, wound 
infections, and duodenal stenosis are all rare late 
complications. 


Figure I. A & B 


Showing flat and upright x-rays of the abdomen but do not reveal evidence of free air 
under the diaphragm or blunting of the psoas shadow. 


RETROPERITONEAL RUPTURE OF DUODENUM 


Cases reported since 1952 emphasizing 
type of accident and early clinical findings 


AGE Type INJurY PRESENTING SYMPTOMS 


Lesion LocATION 


ASSOCIATED LESIONS AUTHOR AND YEAR 


31M Steering Wheel— Delayed abd. Paindue Duodeno-jejeunal Colles Fracture Keith et al. 
to unconsciousness angle (4) 1954 
23M Steering Wheel— S vere abd. Pain 3rd Portion of None Keith et al. 
Duodenum (4) 1954 
26M Steering Wheel— S vere abd. Pain 2nd Duodenum None Pirkle (7) 1953 
49M Abdomen struck— Increasing abd. pain 2nd Duodenum None Rothchild et al. ' 


by lunging horse— 


(8) 1956 


39M Truck Accident— Severe abd. Pain 2nd Duodenum Injury head of Strode et al. 
Pancreas (10) 1955 
13M_ Fall with inj. Increasing abd. pain 3rd Duodenum None Strode et al. 
against curb (10) 1955 
45M _ Steering Wheel— Severe abd. pain 2nd Duodenum None de Niord 1958 
40F Steering Wheel— Severe abd. pain Duodeno-jejeunal None de Niord 1958 
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SUMMARY 


1. Rupture of the duodenum is discussed. A blunt 
trauma of steering wheel injuries is a most 
historical point. 


2. Early diagnosis is difficult because of the 
absence of the usual free air meniscus or roent- 
genogram. Five important clinical and lab- 
oratory findings are emphasized. 


3. Early laparotomy is urged where rupture is 
suspected because of the high mortality at- 
tendant with the so-called “Conservative” non- 
operative approach. 


4. Techniques of operative procedure are briefly 
discussed. 


5. Two cases are presented. 
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Heart Fund Campaign 


Incomplete returns on the Heart Fund Campaign 
conducted in Virginia during the month of February 
show a total of $223,556 in contributions, Maj. 
Gen. John T. Sprague, Waverly, 1959 Heart Fund 
Campaign Chairman, has announced. This total is 
$10,875 ahead of the $212,681 contributed as of the 
same time last year. 

The association finances research projects and 
medical education fellowships at the Medical Col- 
lege of Virginia and the University of Virginia School 
of Medicine. Also, it joins with the American Heart 
Association in sponsoring research at other institu- 
tions throughout the United States. 

Virginia Heart and several of its chapters have 
given oxygen equipment to rescue squads. 

Richmond Area Heart is financing a project that 
is unique in Virginia. It is the Work Evaluation 
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Unit at the Medical College of Virginia Hospital. 
This unit tests cardiac patients to determine the work 
load which they are able to carry. The unit’s services 
are available only to medically indigent patients 
who are referred by their physicians. 

Tidewater Heart in Norfolk is conducting a Rheu- 
matic Fever Prevention program through the public 
and parochial schools in Norfolk. Also, it supports 
a blood vessel bank from which surgeons may obtain 
blood vessels for patients. 

Piedmont Heart maintains a register of nurses 
who are available during off-hours for service to 
heart patients and makes no charge for this service. 
The patient pays the nurse a nominal fee. 

These are only a few of the community service 
projects which are sponsored by the Heart chapters 
throughout the state. 
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Syncope 


YNCOPE, more commonly known as fainting, is 

familiar to all of us in all branches of medicine. 
It has been defined as “an acute and usually tran- 
sient bodily state characterized primarily by a sudden 
and unexpected partial or complete suspension of the 
functions of locomotion, consciousness and often of 
circulation and respiration”. Usually the episode or 
episodes are entirely benign. Occasionally, however, 
the etiologic factors carry a more serious prognosis, 
or the attacks occur so frequently that they are a real 
disturbance to the patient. Accordingly, it is impor- 
tant to try and classify these disturbances according 
to their physiologic and etiologic cause. In this way 
a more accurate prognosis can be given and proper 
therapy for more serious underlying causes can be 
carried out. This paper is intended as a brief review 
of the subject and will attempt to recall the various 
types of faints and their physiologic mechanisms. 

Fainting attacks may be classified in the follow- 
ing manner: 

First, those associated with a fall in blood pres- 
sure. 

Second, those occurring with a cessation of heart 
beat. 

Third, those due to an insufficient cardiac output. 

Fourth, those associated with local changes in the 
cerebral circulation. 

Fifth, those occurring with disturbances in cere- 
bral metabolism. 

Sixth, those fcund during episodes of hyperven- 
tilation or overbreathing. 

Seventh, those attacks which follow sudden 
changes in intrapulmonary pressure. 

Hysterical faints and epilepsy are also included 
because they must be so frequently considered in the 
differential diagnosis. 

Syncope due to a fall in blood pressure is most 
frequently seen in vasovagal syncope, also known 
as vasodepressor syncope or the common faint. This 
is the most common form of syncope and is a syn- 
drome with which we are all familiar. This type 
usually occurs in young people with labile emotions 
and labile vasomotor systems. The stimulus is usually 
the upright position plus some painful or emotionally 
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disturbing situation. Frequently there is also a strong 
factor of suggestion which explains its occasional 
contagious nature. During a typical attack the vic- 
tim becomes restless and anxious, then nauseated and 
sweaty, then lightheaded, and finally will fall un- 
conscious. If he remains upright too long he may 
convulse. On examination he is pale and sweatv. 
The pulse is weak, it is usually slow, but may be 
fast. The blood pressure will be low. 


This type of fainting is thought to be due to an 
unstable vascular system which suddenly dilates, 
pooling blood in dependent areas away from the 
brain. The blood is thought by many to be pooled 
in the splanchnic area. Engle, however, feels most 
of the blood is pooled in the muscles of the lower 
extremities. He explains it as part of the fight or 
flight mechanism. Formerly under painful or fright- 
ening situations it was helpful to have large volumes 
of blood pooled in the muscles of the extremities to 
help one fight the aggressor or else to aid in flight. 
Today, in our present state of civilization, one gets 
in situations in which we can neither fight nor flee. 
A good example is the apprehensive patient sub- 
mitting to a venipuncture. This results in pooling 
large quantities of blood in big mus¢les without the 
pumping action of these muscles which are kept at 
complete rest. This in turn causes decreased return 
flow to the heart, decreased cardiac output, falling 
blood pressure and cerebral anoxia. 

This type of syncope is also seen due to reflex 
changes with vaso-dilatation that occur due to carotid 
sinus pressure. Probably much more common is 
orthostatic hypotension due to poor tone of vessels 
of the lower extremities. This is seen as a consti- 
tutional defect in some individuals who habitually 
faint, but more frequently it is seen in patients who 
get up for the first time after long confinement to 
bed. 

Cessation of heart beat, or cardiac standstill 
occurs due to various stimuli from various parts of 
the body which interfere with the conduction system 
of the heart. This may be manifested in the electro- 
cardiogram as sinus arrest, sinoauricular block, or 
auriculoventricular block. The end result is the same 
—failure of the heart beat, usually temporary, re- 
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sulting in cerebral ischemia and a faint. This may 
occur with organic heart disease such as the familiar 
Stokes-Adams attacks due to A-V nodal block. Also 
this may occur reflexly as seen in carotid sinus syn- 
cope. Here stimuli are carried by the vagus nerve 
from the carotid body to the heart. It also accounts 
for some of the fatal cases of coronary occlusion 
when strong vagal impulses are carried from the 
heart along the efferent fibers and back to the heart 
along the efferent fibers of the vagus nerve. Reflex 
vagal impulses from other viscera such as abdominal 
organs and the pleura can give temporary or per- 
manent asystole. The occasional faint or rarely 
death while doing a simple pleural tap is due to 
this mechanism. Preliminary use of atropine rou- 
tinely will help to avoid these accidents. Atropine is 
useful in acute coronary thrombosis for the same 
reason. 


Insufficient cardiac output is a serious type of 
faint. People with aortic insufficiency or stenosis 
and those with some types of congenital heart disease 
have a poor cardiac output, but get by with limited 
activity. When they overstep their limitations their 
output is not enough to take care of the extra de- 
mands of the body as well as the needs of the brain. 
The result is cerebral ischemia and syncope. The 
same sort of thing may occur with the paroxysmal 
tachycardias. Also patients with coronary artery 
disease have definite limitations on their cardiac 
output and cannot compensate for over-exertion. As 
a result they too are subject to faints. This brings 
up serious diagnostic problems when our coronary 
disease patients faint. Is this cerebral ischemia due 
to poor cardiac output, is this syncope due to asystole 
resulting from a vagovagal reaction from a fresh 
infarction, or is this a transient paroxysmal tachy- 
cardia due to an unstable ventricle or even again 
a fresh infarct? These are usually snap diagnoses 
which have to be made in the home by the family 
physician, and I suppose are usually made by in- 
stinct as by the time the patient is seen, all the 
signs have passed. A correct analysis will save the 
patient an unnecessary trip to the hospital or may 
uncover a painless coronary thrombosis. 


Cerebral circulatory disturbances can cause faints 
without cessation of heart beat or fall in blood pres- 
sure, although changes in the pulse and blood pressure 
do occur at times. This is mostly seen in arterio- 
sclerotic brain disease. We are repeatedly called to 
see these people because of transient losses of con- 


‘ sciousness. We are never sure whether they have 


had another little stroke or. thrombus, whether this 
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is the warning sign of a major stroke, or whether 
this is simply a faint without further organic brain 
changes. These distinctions are mostly academic as 
therapeutically we have so little to offer; however, 
it is important to be able to advise the patient and 
family as to what is possibly going on. Also recent 
work on long term anticoagulant therapy as prophy- 
laxis against strokes should heighten our interest in 
these episodes. 

Disturbances of cerebral metabolism frequently 
are manifested by faints. Severely anemic patients 
are subject to syncope. Poisonous fumes of various 
sorts cause losses of consciousnes. Spontaneous hypo- 
glycemia and the hypoglycemia associated with an 
excessive dose of insulin are other examples. 

Hyperventilation causes changes in the acid base 
balance of the body which may in turn cause changes 
in cerebral metabolism and disturbances of conscious- 
ness. These people may also have a vasodepressor 
type faint superimposed on the other cerebral dis- 
turbance. 

Sudden changes in intrapulmonary pressure can 
interfere with the return of blood from the right 
chamber of the heart to the left and lead to inade- 
quate leftsided output, cerebral ischemia and syn- 
cope. This is seen in the rare condition known as 
Tussive Syncope. In this situation the victim faints 
during paroxysms of coughing. Hysterics sometimes 
faint while straining against a closed glottis and 
children at times play a game of causing each other 
to faint by a sudden sharp squeeze about the chest 
while holding a deep inspiration. 

Hysterical faints are psychic rather than physio- 
logic disturbances of consciousness. They can so 
closely mimic a real cerebral ischemia that it takes 
careful study to avoid being fooled. It should be 
remembered that this should be a positive diagnosis 
rather than simply exclusion of an organic process. 

Epilepsy is not a true faint but is mentioned here 
because it so frequently must be considered in the 
differential diagnosis. Careful observation or a care- 
ful history will usually suffice, but typical changes 
on the electroencephalogram are conclusive. Unfor- 
tunately 15% of epileptics have normal E.E.G.’s and 
15% of normals or non-epileptics have abnormal 
E.E.G’s. Narcolepsy may have to be ruled out, es- 
pecially those who collapse during fits of laughter. 

The diagnosis of syncope is usually fairly simple 
but at times may be quite difficult. A careful history 
will usually suffice to make the diagnosis. In fact 
the patient has usually recovered before he can be 
seen and therefore the history is all one has on 
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which to go. The physical is usually normal, but 
one looks for flushing, sweating and other evidences 
of an unstable vasomotor system. The carotid sinuses 
can be examined at this time with the patient lying 
down and checking one side at a time. The heart 
is examined for disturbances of rhythm and for evi- 
dences of myocardial or valvular disease. The blood 
pressure may be checked with the patient lying down 
and also standing. Having the patient reproduce 
his symptoms by overbreathing may be helpful diag- 
nostically as well as therapeutically. These are all 
simple procedures and can be done quickly and easily 
in the office. Other helpful procedures are the elec- 
trocardicgram, hemoglobin determination, glucose 
tolerance test and, at times, an electroencephalogram. 
The following brief case reports will illustrate some 
of these points. 


Case No. 1: (W.B.B.) A forty-seven year old 
executive was seated at his desk during a conference 
when he was suddenly seized with excruciating pain 
in the right lower chest anteriorly. This pain lasted 
but a matter of seconds before he fainted. When he 
recovered consciousness, within a matter of minutes, 
the pain was gone. Physical examination a half 
hour later revealed a normal pulse and blood pres- 
sure. The heart sounds were of good quality and the 
rhythm was perfectly regular. Electrocardiogram was 
negative. There was no past history of syncopal 
attacks and no past history of heart disease. He had 
had annual physical examinations in our office on 
five occasions prior to the attack, and on three occa- 
sions since the attack. He has always been found 
to be in good health and his electrocardiograms have 
never shown anything but a tendency to sinus brady- 
cardia. There is nothing to suggest coronary artery 
disease. 


This patient presented an interesting diagnostic 
problem when first seen. He apparently developed 
transient cardiac standstill due to a strong vagal 
reflex from some viscera. Because of his age, the 
possibility of a vago-vagal reflex from his heart 
secondary to acute infarction had to be considered. 
However, the character of the pain suggested that 
some organ other than the heart was involved. Severe 
pylorospasm was a possibility. The lack of E.K.G. 
changes and his subsequent course have tended to 
support this impression. This man has, however, 
been rated up for insurance as a probable myocardial 
infarction. This points up the importance of trying 
to make an accurate diagnosis. In this case, unfor- 
tunately, the diagnosis is purely speculative. 

Case No. 2: (W.G.) This 34 year old bank 
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employee was examined in the office because for the 
previous three months he had been having syncopal 
attacks. The attacks were characterized by a feel- 
ing of heat, followed by sweating, then lightheaded- 
ness and finally extreme weakness and nausea. Sit- 
ting down and drinking water would give some relief 
and within a few moments the attacks would pass 
off. The general physical examination and routine 
laboratory studies were all normal. Because the 
attacks occurred in the midmorning, a glucose tol- 
erance test was done and this showed a typical 
hypoglycemic curve with a fall of the three hour 
blood sugar below 50 mgm.% A high protein diet 
with in-between meal feelings has given relief of 
his symptoms. These attacks in many respects sug- 
gested the vasodepressor type of syncope and points 
out the similarities in the symptoms of these two 
conditions. 


Case No. 3: (O.T.) A forty-five year old woman 
has been under treatment for the past four or five 
months for exertional dyspnea and substernal op- 
pression. Two weeks previously she began to develop 
“black out” spells. During these episodes she would 
fall, if standing, breathe rapidly, become numb all 
over, and her hands and feet would be drawn up in 
carpo-pedal spasm. Smelling salts would revive her. 
Except for obesity, the physical examination was 
negative. E.K.G. showed slight lowering in the T 
waves in leads 1 and AVL. Otherwise the tracing was 
normal. While under observation in the hospital, 
she had several of her attacks. These were mani- 
fested by anxiety, faintness and breathlessness. A 
blood sugar drawn during an attack was 113 Mgm.%. 
An E.K.G. done while she was having symptoms 
revealed the development of negative T waves and 
ST depression in leads 1, 2, AVF and the F leads— 
quite characteristic of coronary insufficiency. 


We interpreted this case as having a dual cause 
for the fainting spells. The first cause was cerebral 
ischemia associated with decreased cardiac output 
secondary to coronary artery disease. Secondly, anx- 
iety in regard to herself had led to overbreathing and 
faintness associated with the hyperventilation syn- 
drome. There are also reports of T wave and ST 
segment changes in the EKG of normal hearts with 
hyperventilation. It is possible, therefore, that this 
patient does not have heart disease and that the 
E.K.G. changes are all related to overbreathing. 
Further E.K.G. studies during quiet respiration, dur- 
ing voluntary over-breathing, and before and after 
exercise may help to clarify the diagnosis. 


In summary the physiologic mechanism and the 
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diagnostic approach to fainting has been reviewed. 
Several cases have been presented to illustrate some 
of the problems involved. All too frequently a definite 
diagnosis cannot be made, but familiarity with the 
physiology involved and careful study will lead to 
the most satisfactory management of the case. The 
most important diagnostic tool is a careful and 
detailed history. 
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By using his head, a person can save his feet, his 
posture, his disposition, and maybe even his gen- 
eral health. Foot troubles are unnecessary, but many 
people have them—usually because they “‘abuse their 
feet unmercifully.” Some tips on foot care are listed 
in the March Today’s Health, published by the 
American Medical Association. 

Heels on shoes are a major source of foot trouble. 
One New York orthopedist has observed that a wom- 
an’s foot troubles begin when she starts buying 
shoes in the woman’s department. 

The article recommended that heels be no higher 
than one and one-half inches; that shoes have 
plenty of toe space to prevent cramping, and that 
they fit snugly to give support. 

Shoes should be purchased late in the afternoon, 
since feet swell during the day and are slightly 
larger at that time. Shoes should never be bought 
by size; the feet should always be measured. 

Extreme care should be taken in buying shoes 
for children. Hand-me-down shoes should be avoided 
since they never fit properly. Children’s feet grow 
at “an astonishing rate.” On the average a child 
will outgrow a pair of shoes in three months. The 
shoe should be three-fourths of an inch longer than 
the longest toe. Leather shoes are best, but canvas 
shoes are all right for playing, provided they are 
not worn constantly. 

The article also said: 
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Foot Care Rules 


New York. 1936. Vol. II, Part 1, p. 250(9). 


Logue, R. B., Hanson, J. L., and Knight, W. A.: Am. Heart 
J. 28: 574, 1944. 


Blanton, W: B. and Blanton, H. W.: J.A.M.A. 76: 1220, 
1921. 


Lewis, B. L.: J.A.M.A. 155: 1204, 1954. 
Thompson, W. P.: Am. Heart J. 25: 372, 1943. 
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—Corns are simply masses of dead skin cells with 
a sensitive core, caused by excessive rubbing. Cut- 
ting corns is not advisable and neither is the use 
of drug store corn removers. The safest home treat- 
ment is a simple non-medicated moleskin plaster, 
which will lessen pressure and pain. A well-fitting 
shoe, however, is the best corn remover. 

—Bunions result when toes are cramped and the 
ends of the bones next to the toes thicken causing 
heavy calluses to form. At times, the condition 
becomes serious enough to require surgery. A long 
course of exercises may restore normal function. 

—Ingrown toenails occur when the toes are 
cramped and the nails are improperly cut. They 
should be cut straight across. 

—Athlete’s foot is usually a minor nuisance. If 
it occurs, the feet should be washed daily and dried 
thoroughly. It is vitally important to keep the feet 
dry. Boric acid foot powders help, and so does 
ordinary talcum. 

—Some footaches can be traced to poor circula- 
tion. Propping the foot up on a desk or table from 
time to time will help relieve the pain. 

“Tf your feet hurt, go to a specialist: an ortho- 
pedist who is medically trained. If your foot ail- 
ments are minor, temporary relief may be provided 
by a chiropodist or podiatrist.” 

The article was written by John Frazier, New 
York. 


Weiss, S.: Oxford Medicine. Oxford University Press, 
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Chondromyxoid Fibroma of Bone 


Report of Case 


HONDROMYXOID FIBROMA of bone, a 

benign lesion, was initially described by Jaffe 
and Lichtenstein! in 1948, who described eight cases 
at that time. Since then, several additional cases 
have been reported in the literature. Undoubtedly, 
other cases of this unusual tumor have been seen, 
but not reported. Lichtenstein believes the tumor has 
been erroneously described in many instances as an 
enchondroma or myxoma or their malignant counter- 
parts. The lesions are also believed to be erroneously 
diagnosed as a chondrosarcoma. The lesion is en- 
tirely benign, however, and responds well to curet- 
tage with or without bone grafting depending on the 
size of the lesion. Histologically, the tumor shows 
spindle or multipolar connective tissue elements lying 
loosely in a stroma of myxoid intercellular matrix. 
As the tumor matures, the matrix undergoes consid- 
erable collagenization. Many fields of the tumor 
may simulate cartilage tissue tumor. The appear- 
ance of many cells showing atypical nuclei formation 
explains the mistaken over diagnosis as a chondro- 
sarcoma. The following case is reported as another 
case of this unusual] tumor. 

P.H. A fourteen year old, colored male was first 
seen in February 1958, because of pain in the left 
knee of three months duration. Gradual enlargement 
of the upper tibia had reportedly begun two years 
previously but had not been painful until approxi- 
mately one month prior to the hospital admission. 
The onset of pain had also been associated with 
gradual increase in local heat over the upper tibia. 
The patient had been treated for active rheumatic 
fever for two years prior to the onset of the present 
symptoms. X-rays (Figs. 1 and 2) of the left leg 
revealed a cystic lesion involving the upper meta- 
physeal region of the tibia which had extended to 
the epiphyseal plate both medially and posteriorly. 

Physical examination was negative except for a 
soft, blowing systolic murmur in the fourth left inter- 
space and a slightly tender, non fluctuant, firm en- 
largement of the anterior and medial aspects of the 


From the Department of Orthopaedic Surgery, Medical 
College of Virginia. 
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EARNEST B. CARPENTER, M.D. 
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left upper tibia. All laboratory examinations were 
within normal limits including serum calcium, phos- 
phorus, and alkaline phosphatase. A clinical diag- 
nosis of fibrous dysplasia of the tibia was made. It 
was planned to curette the lesion and pack the cavity 
with autogenous cancellous bone. At operation on 
April 4, 1958, the cortex of the tibia on the medial 
aspect was fenestrated through an opening 3 x 2 
cms. The periosteum over the medial aspect was 
thicker than normal but was stripped from the under- 
lying cortex without difficulty. On opening the cortex 


Fig. 1. X-ray (AP) of upper left tibia showing cystic 
like lesion involving upper metaphyseal region. 


it could be seen that the metaphyseal region was 
filled with a thick, gelatinous material of a dull 
amber color with many irregular areas of deep red 
discoloration. The gelatinous material was easily 
removed with a large curette. A large amount of 
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Fig. 2. X-ray (lateral) showing extension of lesion to 
involve posterior cortex of tibia. 


the gelatinous globular material was submitted for 
frozen section, and a tentative diagnosis of “possible 
chondrosarcoma” was returned. While waiting for 


the frozen section to be returned, the previously re- 
moved autogenous bone graft from the left ilium had 
been cut into small fragments and was packed into 
the cavity of the tibia since the lesion appeared 
to be benign at operation. After receiving the patho- 
logical report of possible malignancy, however, it 
was decided to do no further definitive treatment 
until permanent sections from the tumor could be 
prepared and reported. Fortunately, the permanent 
sections were reported as showing a typical chondro- 
myxoid fibroma. The sections (Figs. 3 and 4) showed 
a chondroid matrix with many cartilagenous cells 
scattered in the lacunar spaces. The tumor cells were 
stellate with many large star nuclei. The cartila- 
genous matrix merged with eosinophilic fibrous areas 
of which the tumor cells were spindled shaped. The 
slides were kindly reviewed by Dr. Lent C. Johnson 
of the Armed Forces Institute of Pathology who 
concurred in the diagnosis of a chondromyxoid fi- 
broma. The patient did well following surgery 
and the subsequent x-ray films showed the cavity to 
have been obliterated by the bone graft with subse- 
quent solid healing of the cavity. The patient has 
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had no further symptoms referable to his leg and is 
ambulatory without assistance at this time. 


Fig. 3. Photomicrograph (X25) note presence 
cartilagenous and fibrous matrix. 


Fig. 4. Photomicrograph (X400) note stellate tumor cells 
with irregular nuclei. 
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Emotional Illness 


A new approach to the treatment of emotional 
illness has been suggested by two New York psycho- 
analysts. They believe that many emotional illnesses 
are at least partly the result of a person’s “quest for 
certainty”. The neurotic behavior represents a means 
of obtaining certainty. 

Most neurotic persons repeat their behavior over 
and over; they are certain of its outcome and refuse 
to risk trying a new approach to their problems. 

Nearly all the categories of emotional illness may 
be interpreted as resulting from a quest for certainty, 
Emanuel K. Schwartz, Ph.D., and Alexander Wolf, 
M.D., said in the January Archives of Neurology 
and Psychiatry, published by the American Medical 
Association. 

For example, the schizophrenic person withdraws 
from the threatening environment to the security of 
his own internally remade world; the depressed per- 
son feels that if he withholds all criticism, anger, 
and aggression, he will be certain not to provoke 
or to incur the dangers of the hostile and destructive 
forces around him. 

The perfectionist feels that if he is perfect, if he 
is certain to make no mistakes, he cannot be pun- 
ished or endangered. Even the hypochondriacal 
person uses his pills as a way of finding certainty. 
By taking them, he is certain that he can get 
through the day. 

By approaching such patients through the concept 
of the search for certainty, psychotherapists may be 
able to help some patients toward a more healthy 
mental state. 

The “quest for certainty” is tied up with an indi- 
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vidual’s ability to assess the probabilities of success 
or failure and safety and danger in a situation and 
his willingness to take risks. A person with a healthy 
mental state is willing to take risks—sensible risks 
based on a realistic appraisal of the situation. He 
develops a certainty of what he can and cannot do, 
but also recognizes that absolute certainty is an 
impossibility. Persons who refuse to take many risks 
are often persons who demand absolute certainty 
as shown by the outside situation or by a “feeling 
inside.” They are unable to recognize that most 
situations present risks and uncertainties. 

The quest for cetainty may be viewed as a per- 
son’s attempt to cope with the anxiety that is always 
present when there is an unknown factor. The 
anxiety is a warning of possible danger. When the 
normal person is warned, he must evaluate the nature 
of the danger in terms of what is really there and 
what his chances are of managing it. However, the 
neurotic does not do this. He has an unreal impres- 
sion of the situation. He deals with a situation on 
the basis of his own ideas—not on the basis of 
observation and careful weighing of the real chances 
of success and failure. He must be certain accord- 
ing to his own concepts and not according to reality. 

“Whenever all doubts are denied and all differ- 
ences obscured, we face pathologic consequences. 
Realistic psychologic certainty is all a little uncer- 
tain; of this we may be certain.” 

Dr. Wolf is a member of the staff of the New 
York Medical College and Dr. Schwartz is on the 
staff of the Postgraduate Center for Psychotherapy, 
New York. 
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Convulsive Seizures under Promazine Medication 


WINSLOW J. BORKOWSKI, M.D. 
WERNER A. KOHLMEYER, M.D. 
Philadelphia, Pennsylvania 


HE USE OF PHENOTHIAZINE derivatives cases treated with Chlorpromazine, one of 143 cases 


as neuroleptic drugs has increased tremendously on Prochlorperazine and four of the 60 cases on 
during the last two years and they are now pre- Promazine. Promazine is less effective than, Chlor- 
scribed very frequently in general medicine as well promazine in control of psychotic symptoms and 
as in psychiatry. The number of side effects of these higher dosages are therefore necessary to achieve 
drugs has increased with their wider use, indicating the same therapeutic effect. 


that they are exerting a rather profound influence on 
the human organism. Reeent publications have shown 
that convulsive seizures (grand mal type) can occur 
for the first time in patients who were not known 
to have such seizures previously. Voegele & Ru- 
precht! reported the occurrence of convulsions for CASE REPORTS 
the first time in two patients on Promazine therapy. 
These occurred on daily dosages of 800 mg. and 
1500 mg. and the electroencephalogram was found 
to be normal four and ten days after the seizure. 


The following brief description of our four cases. 
including electroencephalographic findings, indicate 
that three of these cases had some kind of brain 
pathology before Promazine treatment was started. 


Case #1 G.M., a 49 year old housewife, was first 
admitted to this hospital in 1940 with the diagnosis 
of schizophrenia, catatonic type. She had several 
remissions during which she received electroshock 
therapy and had prolonged trial visits at home. She 
received Chlorpromazine treatment in July 1955, 
during which she showed marked Parkinsonism. We 
have no base line electroencephalogram prior to neu- 
roleptic therapy, but during and two weeks after ! 
her Chlorpromazine treatment she had an abnormal 
electroencephalogram with sharp waves in all leads. 
This patient was placed on Promazine treatment in 
an attempt to control her hyperactivity, destructive- 
Borkowski, WinsLow J., M.D., Department of Neurolo- ness and combative behavior. Promazine was chosen 
gy, Jefferson Medical College. in order to avoid a recurrence of the Parkinsonian 
oe ae A., M.D., Delaware State Hospital, symptoms, starting with 150 mg. on 3/9/56, 400 


Rudy & Himwich? reported the first occurrence 
of grand mal seizures in seven patients of a group 
of 26 mentally defective females. In five of these 
the convulsions occurred on Promazine only. In 
the other two cases the patients had had seizures on 
other Phenothiazine preparations as well. 


In our own material of over 1000 cases treated 
with different neuroleptic agents, we observed the 
first occurrence of convulsions in two of our 715 
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A. Recording taken immediately after last generalized B. Recording taken two months after last generalized 
seizure—high voltage paroxysmal slow waves seen in seizure displays fast activity in all leads. 
all leads. 
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mg. on 3/10/56 to 3/12/56, 1,100 mg. on 3/13/56, 
1,500 mg. on 3/14/56, 1,350 mg. on 3/15/56 and 
3/16/56, 1,600 mg. on 3/17/56 and 3/19/56, 1,900 
mg. on 3/19/56, 2,000 mg. on 3/20/56 on which 
date she had two grand mal seizures with tongue 
biting, incontinence and convulsive movements of 
head and extremities for several minutes. She was 
placed on Dilantin and her Promazine medication 
was continued with 2,000 mg. on 3/22/56 to 
3/24/56. On 3/25/56 the patient received 1,500 
mg. of Promazine. She had another convulsion in 
spite of Dilantin medication and the Promazine 
treatment was discontinued. She received, altogether, 
21,750 mg. of Promazine over a period of 16 days. 
The patient’s electroencephalogram showed gener- 
alized paroxysmal cerebral dysrythmia on 3/26/56, 
one day after her last seizure. The patient had no 
more convulsions after discontinuation of drug ther- 
apy and her psychotic condition remained unchanged. 
A follow up electroencephalogram on 5/23/56 re- 
vealed low voltage fast activity, but no seizure 
activity. 

Case #2 1.H., a 53 year old housewife, was ad- 
mitted in 1948 with diagnosis of schizophrenia, 
paranoid type. She was continually disturbed, rest- 
less, combative and destructive. She did not respond 


seizure during which she suffered a laceration on the 
back of her head. She had received 3,150 mg. of 
Promazine during a five day period. Neuroleptic 
treatment was discontinued and she did not have 
any further seizures. Her psychotic symptoms re- 
mained unchanged. This patient’s electroencephalo- 
gram revealed a normal routine and sleep recording 
on 10/13/55. It showed generalized paroxysmal 
cerebral dysrythmia on 6/28/56, one day after her 
seizure. A follow up electroencephalogram on 
12/10/56 was normal for both routine and sleep 
record. 

Case #3 F.L., a 30 year old single female patient, 
was first acmitted to this hospital in 1946 and re- 
admitted in 1951 with diagnosis of schizophrenia, 
paranoid type. She improved with electroshock ther- 
apy and went out on trial visit on several occasions, 
but showed a tendency to relapse every few months. 
The patient received Chlorpromazine treatment in 
1954 and seemed improved. She relapsed a few 
months later and a transorbital leucotomy was per- 
formed on 12/4/54. No seizures were noted after 
the operation and the patient’s condition was im- 
proved. She relapsed again in 1955 and was put 
on Chlorpromazine treatment, again with temporary 
improvement. 


ax 4 
PARIETAL PARLE Tat 
TEMPORAL 


Geo we 


Fig. IL 


A. Recording displays normal alpha activity. Recording 
taken at time of admission into hospital. Same activity 


seen six months after last generalized seizure. 


to electroshock therapy. A transorbital leucotomy was 
performed in January 1952, resulting in some tran- 
sient improvement. No convulsions were noted fol- 
lowing the operation. The patient received Chlorpro- 
mazine from May 1954 to January 1955 and showed 
some improvement. In June 1956 she again relapsed 
and was treated with Promazine receiving 550 mg. 
im. on 6/23/56, 600 mg. im. on 6/24/56 and 
6/25/56, and 800 mg. p.o. on 6/26/56. On 6/27/56 
she received 600 mg. p.o. and had a grand mal 
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B. Recording taken one day after generalized seizure 
shows paroxysmal fast activity in all leads. 


In March 1956 the patient was put on Promazine 
receiving 50 mg. on 3/9/56, 100 mg. on 3/10/56, 
400 mg. on 3/11/56 and 3/12/56, 700 mg. on 
3/13/56, 800 mg. on 3/14/56 to 3/18/56, 1,100 
mg. on 3/19/56, 1,200 mg. on 3/20/56 and 1,400 
mg. on 3/21/56. 

On 3/21/56 she had two grand mal seizures and 
her treatment was discontinued. She had received 
9,350 mg. Promazine over a period of 12 days. 
This patient’s electroencephalogram on 11/22/54, 
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prior to the transorbital leucotomy, revealed gen- 
eralized slowing particularly on hyperventilation. 
An electroencephalogram on 3/28/56, seven days 
after her seizure with Promazine, showed 2 to 3/sec. 
slow waves in all leads and generalized paroxysmal 
cerebral dysrythmia. A follow-up electroencephalo- 
gram on 5/28/56 revealed slowing and seizure ac- 
tivity. On a second follow-up, on 12/12/56, there 
was generalized slowing without seizure activity. 


Case #4 E.J., a 16 year old girl, was admitted 
to this hospital in 1954. Her diagnosis was schizo- 
phrenia, paranoid type. She had periods of severe 
excitement with destructiveness and aggressive be- 
havior. She did not respond favorably to electro- 
shock therapy and a course of Chlorpromazine which 
she received in 1955 had very little effect. 


This patient was treated with Promazine in June 
1956, receiving 600 mg. from 6/1/56 to 6/6/56, 
700 mg. on 6/7/56, 750 mg. from 6/8/56 to 
6/10/56, 850 mg. on 6/11/56, 900 mg. on 6/12/56, 
to 6/19/56, 1,300 mg. on 6/20/56, 1,500 mg. 
6/21/56 to 6/26/56, and 1,950 mg. on 6/27/56 to 
7/1/56. On this date she had a grand mal seizure 
with biting of her lips. Promazine treatment was 
discontinued. Over a period of 30 days she had 
received a total of 32,900 mg. of Promazine. An 

‘electroencephalogram on 7/2/56 showed fast ac- 
tivity due to the drug. No further studies could 
be done because the patient was uncooperative. 
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Fig. III. 


A. Routine E.E.G. recording before T.O.L. shows seven 
C.P.S. in all leads. 

B. Recording taken seven days after last generalized 
seizure shows paroxysmal slow waves in all leads. 

C. Recording six months after last generalized seizure 
shows slow waves at seven C.P.S. in all leads. 
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Fig. IV. 


A. Routine 16 lead E.E.G. 


shows fast activity at 30 
C.P.S. in all leads. 


DISCUSSION 


In our series of 60 cases treated with Promazine 
we observed grand mal seizures for the first time 
in four patients, an incidence of 6.6%. This inci- 
dence is high in comparison with that of other tran- 
quilizing drugs. The occurrence of these convulsions 
indicates that Promazine can not be considered to 
be of milder pharmacological action than the other 
Phenothiazines. Relatively high dosages of Proma- 
zine were required because of its lesser potency in 
Pre- 
vious reports in the literature stated that seizures 
occurred under Promazine for the first time in cases 
without evidence of previous brain damage. Two 
cases of our series had known injuries to the brain 
due to transorbital leucotomy. Of the other two 
cases, one had shown electroencephalographic abnor- 
mality while on Chlorpromazine. In earlier studies 
Shagass? has demonstrated that this drug did not 


comparison with the other tranquilizing drugs. 
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produce any consistent changes in the electroen- 
cephalogram even with intravenous application. The 
last case did not have any pretreatment electroen- 
cephalogram and we have no history of brain damage. 
In this case the electroencephalogram revealed only 
fast activity due to the drug, but no seizure activity 
after convulsions. No further tests could be done 
because the patient remained uncooperative. There- 
fore, for lack of other evidence we would consider 
this a case in which a seizure occurred under high 
Promazine medication without previous brain pa- 
thology. In all four cases no further convulsions 
were observed after discontinuing Promazine, and 
the seizure activity in the electroencephalcgram dis- 
appeared (though it was still present two months 
after the seizure in one case). 

Our findings led us to the following hypothesis 
as a possible explanation for the occurrence of grand 
mal seizures under Promazine medication. Patients 
with brain damage show facilitation of seizure mech- 
anisms under the influence of drugs, like Metrazol, 
and also with hypoglycemia. The release of acetyl- 
choline in damaged brain tissue has been believed to 
be responsible for this type of seizure. Forster* found 
that “electrical discharges of the cortex produced 
by acetylcholine were similar to seizure discharges.” 
He concluded that “because of these observations 
and the normal presence of acetylcholine in the cor- 
tex, the view is taken that acetylcholine plays an 
essential role in the physiologic genesis of epilepsy.” 

Jasper® discusses the epileptogenic effects of acetyl- 
choline and the convulsant action of strong anti- 
cholinesterases, and refers to the work of ‘Tower 
and Elliott® who found defective mechanisms for 
binding acetylcholine in epileptic lesions, thereby 
allowing too much to be liberated in the free form.” 
A high concentration of Promazine in the organism 
may cause suppression of anticholinesterases or lib- 
eration of acetylcholine in the brain tissue of patients 
who are predisposed to this process by previous brain 
damage. It is therefore important to investigate the 
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possibility of pre-existing brain damage in all cases 
of convulsions with Phenothiazine medication, before 
one can conclude that the seizures are due to a spe- 
cific epileptogenic quality of the drug itself. It 
is also important to examine the patients and survey 
their history for previous brain pathology before 
placing them on Phenothiazine derivatives, in order 
to avoid such untoward reactions as the occurrence 
of convulsions. 


SUMMARY 


In four of sixty patients treated with Promazine, 
convulsive seizures (grand mal type) were observed 
for the first time. The electroencephalographic find- 
ings are described and a neurophysiological mech- 
anism which may be responsible for the production 
of these seizures is disussed. 
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Rheumatoid Arthritis 


HE PURPOSE of this paper is to give some 
experiences in the use of antimalarials in the 
treatment of rheumatoid arthritis. This systemic dis- 
ease is still of unknown etiology and the cure for 
this condition has not been found. 

Time honored principles in the treatment of rheu- 
matoid arthritis should not be forgotten. Aspirin is 
still the drug of choice in treating mild cases. Buta- 
zolidin is an excellent anti-arthritic drug and if used 
with the proper precautions has little in the way 
of adverse reaction. Cortisone and other steroids 
have been used extensively and, like aspirin and Buta- 
zolidin, seem to have a nonspecific anti-inflammatory 
effect. The steroids, when used in large doses over 
a long period, seem to leave the patient in a worse 
condition. In the long run, the arthritis returns in 
full force, dosage must be increased to maintain 
benefit and the side effects are often devastating or 
fatal. The doctor who routinely uses steroids as 
a first drug in treating arthritis is medically pro- 
crastinating and should change his approach. 

Gold is still used extensively in many good 
arthritic clinics and, even though such prominent 
rheumatologists as Bauer and Ragan? are not im- 
pressed by its long term value, will probably continue 
to be used. Gold is slow to act, occasionally toxic, 
expensive to administer, and necessitates a long 
series of injections and requires repeated blood counts 
and urinalyses with each injection. There may be 
some relationship between the action of antimalarials 
and that of gold. 


HISTORY AND MODE OF ACTION 


The use of antimalarials in treating rheumatoid 
arthritis is relatively recent. In 1949, Dr. G. G. 
Haydu' postulated that quinine and the related drugs 
should be of help in inhibiting the high level demands 
for adenosine triphosphate (seen in rheumatic dis- 
eases) by reason of their power to inhibit adenosine 
triphosphatase (as do gold and copper salts). He 
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later, in 19534, followed up his hypothesis by show- 
ing definite improvement in a series of 28 patients 
receiving Chloroquine 0.5 gram three times a week 
for six months. This theory, by the way, seems to be 
the only tenable hypothesis for the action of anti- 
malarials in rheumatoid arthritis. 

In 1951, Dr. Page® of Middlesex Hospital, Lon- 
don, reported the treatment of 18 cases of lupus 
erythematosis with Atabrine. Only one failed to be 
improved. Dr. Page noted that two of these patients 
had the joint manifestations of rheumatoid arthritis 
and that these two patients were completely relieved 
of their arthritis. This latter article stimulated the 
interest of other physicians in the use of antima- 
larials in treating rheumatoid arthritis and a number 
of reports have followed.®7.8 

Primaquine*, an 8-Aminoquinilone derivative, is 
reported as being too toxic for practical use. Atabrine 
and Chloroquine are 4-Aminoquinilones. Atabrine 
has also proven toxic, occasionally causing agranu- 
locytosis and severe exfoliative dermatitis and this 
drug has been largely replaced by Chloroquine. 
Chloroquine is similar to Atabrine in structure but 
does not have a benzene ring in its nucleus and seems 
to produce little or no serious toxic effects. 


CASE REPORTS 


My interest in antimalarials began in 1954 while 
working at the University of Virginia Hospital. I 
was impressed with their effectiveness in several cases 
and therefore have continued my interest since be- 
coming associated with the McGuire Clinic and St. 
Luke’s Hospital. A number of patients at the Mc- 
Guire Clinic have been treated with these drugs by 
me and by my associates. I wish to report on five 
of these at this time. 

Case No. 1. A.P.J., a 60 year old lady, was well 
prior to Christmas of 1956 when she developed pains 
in her left shoulder and arms. Six weeks later she 
developed typical inflammatory rheumatism in the 
metacarpophalangeal joints of the right index finger, 
middle fingers and thumb. In August of 1957 she 
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developed swelling and tenderness of the left wrist 
followed by pain and stiffness in her knees and lateral 
bunion joints and the right wrist. Initial examina- 
tion in September of 1957 showed typical changes 
of rheumatoid arthritis, mild anemia, increased sedi- 
mentdtion rate and infection of the right antrum. 
Removal of the infection caused a temporary remis- 
sion but on October 31st there was a return of tem- 
perature with swelling and tenderness of the wrists 
and weakness of the hands. The patient was admitted 
to St. Luke’s Hospital and treated with transfusions 
and started on Chloroquine 250 mgs. per day. On 
November 27th all evidence of inflammation had 
disappeared. The patient had a coarse tremor which 
was thought possibly due to Chloroquine but this 
had disappeared by December 16. The patient was 
last seen in October 1958 and was completely asymp- 
tomatic as far as arthritis was concerned. She con- 
tinues on Chloroquine. 


Case No. 2. Mrs. E.C.M. was a 58 year old lady 
who was first seen in June of 1956. She had had 
typical rheumatoid arthritis for ten years with fever, 
anemia and extreme weakness. She usually took six 
Empirin tablets per day and had had Cortisone for 
two months prior to being seen, without benefit. Ini- 
tial treatment consisted of hospitalization, Buta- 
zolidin and Atabrine 100 mgs. three times a day. She 
was also given two blood transfusions and packed 
red blood cells. On September 20, 1956, the patient 
was asymptomatic as far as arthritis was concerned, 
on 100 mgs. of Atabrine per day. The patient was 
again seen in April 1957. She had stopped Atabrine 
one month prior to being seen and had return of 
the activity of arthritis. Atabrine was re-instituted 
with control of symptoms. In the spring of 1958 the 
patient was switched to Chloroquine 250 mgs. a day 
and in October 1958, the patient had no symptoms 
of rheumatoid arthritis, and had pains only related 
to permanent joint damage. She was still anemic. 


Case No, 3. L. H. is a 47 year old colored lady 
who first was seen by me in February 1957. She first 
developed rheumatoid arthritis in 1946 with fever, 
swelling, redness, heat and tenderness in her right 
ankle. She had a remission until 1951 when there 
was involvement in the right hip and back and the 
patient has never been well following this. For the 
year prior to being seen she was helpless. She had 
trouble with hips, back, hands, wrists, elbows, shoul- 
ders, neck and knees. She had taken primarily as- 
pirin and Cortisone, but felt that Cortisone eased 
her pain but upset her stomach. Examination showed 
typical changes of rheumatic arthritis, including 
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nodules on the elbows over the proximal portions of 
the ulna. 

The patient was hospitalized and initially treated 
with Butazolidin and Atabrine but was unable to 
tolerate Atabrine because of gastrointestinal upsets 
and this drug had to be discontinued. The patient 
continued to have evidence of rheumatoid activity 
and in April of 1957 was started on Chloroquine 
250 mgs. a day in addition to Butazolidin. In Au- 
gust of 1957 she was able to do all of her work 
and showed no evidence of rheumatoid activity. She 
still continued to take one Butazolidin tablet a day 
with her Chloroquine. In December of 1957 she 
showed no evidence of limitation of motion or rheu- 
matic activity. Rheumatic nodules on the elbows had 
decreased markedly. She developed an itch which 
was thought possibly due to Chloroquine. All drugs 
were stopped but Chloroquine was reinstated in Jan- 
uary of 1958 without further difficulty. The patient 
is now doing quite well on Chloroquine and is con- 
sidered to have a complete remission. The nodules 
have disappeared. 


Case No. 4. H. V. M. is a 46 year old lady, first 
seen in May of 1957, who had typical rheumatoid 
arthritis which incapacitated her at the time. The 
onset had been two years prior to being seen with 
swelling in the right elbow. Aspirin, vitamins and 
Meticorten had not given relief. Examination showed 
atrophy of the dorsal muscles in both hands, swell- 
ing and tenderness of the proximal interphalangeal 
joints of the 3rd and Sth fingers of both hands and 
the metacarpophalangeal joints of both hands, with 
a 30 degree contracture of the right elbow. The pa- 
tient was unable to make a fist with either hand 
and there was marked weakness in both hands. There 
was 1+ ankle and foot edema bilaterally. The pa- 
tient was anemic and had an elevated sed. rate. The 
patient was hospitalized, given a blood transfusion 
and started on Butazolidin and Atabrine. On August 
10th, Atabrine was changed to Chloroquine and by 
November 2nd, the patient felt well, taking Chloro- 
quine and two to six aspirin per day. This lady has 
never been completely free of pain which has some- 
times been rather marked. She has had intermittent 
swelling but has not had fever. She had continued 
to work regularly following her initial hospitaliza- 
tion, though certainly her improvement would be 
classified as not more than Grade II. It is interest- 
ing to note that this patient had two sisters, both 
of whom have recently died of complications of 
rheumatoid arthritis, one of these having intestinal 
hemorrhage following the use of steroids. 
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Case No. 5. V. A. G. is a 73 year old lady who 
developed arthritis in 1943. She seemed to have 
recurring episodes approximately every two years 
which responded to gold therapy. In August of 1954, 
she had a recurrence of arthritis which failed to 
respond to gold, salycilates, cortisone and butazolidin. 
In June of 1955 she was receiving gold as well as 
Demerol. She developed osteoporosis and compres- 
sion fractures of her spine. She was also still re- 
ceiving Meticorten. In September of 1955, she was 
started on Atabrine 100 mgs. three times a day, and 
this was reduced to 100 mgs. a day when the patient’s 
skin became pigmented. On October of 1956 she 
was asymptomatic and in the spring of 1957 was 
able to return as a part time teacher. In November 
of 1957 she was switched from Atabrine to Chlo- 
roquine. She was apparently well in the spring of 
1958 except for some nervousness. This past sum- 
mer she had relapsed, even on Chloroquine, and is 
now again bedridden in spite of Chloroquine therapy. 


In these five cases, three are in a state of remis- 
sion, one is functional, though not without pain, and 
one has relapsed on therapy. 

My findings seem to agree generally with those 
in more extensive studies, two of which I will review 
briefly. 

In 1956, Dr. A. Freedman” of the Hackney Hos- 
pital, London, reported on a controlled study of 69 
patients with rheumatoid arthritis. The group was 
divided in half, one-half being given 200, and later 
300 mgs. of Chloroquine per day, and the other half 
being given a placebo. Over a 16 week period, the 
group receiving the placebo improved only slightly 
and not significantly. The group receiving Chloro- 
quine improved significantly (that is statistically sig- 
nificantly), with regard to joint tenderness, strength 
of grip, and ability to lace shoes. Sixteen weeks had 
been chosen because experience had shown that im- 
provement usually occurred within six weeks. After 
the trial period, 50 patients on Chloroquine remained 
under observation; 43 became really well, that is no 
stiffness or any pain which could not be attributed 
to use of joints affected by secondary degenerative 
changes. They had little or no need for analgesics. 
Three patients had slight joint inflammation and 
three were taken off of Chloroquine fairly early be- 
cause of a lack of adequate response. One still had 
active disease despite Chloroquine. No serious toxic 
effects were noted in patients treated with 300 mgs. 
of Chloroquine sulphate for two years. 

Dr. Arthur W. Bagnall" of Vancouver, British 
Columbia, reported in August of 1957 on a four 
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year study of continuous use of Chloroquine in 129 
patients. Fifty per cent had more than two years 
of therapy and 20% more than three years. He also 
did a double blindfold study in which there was no 
difficulty deciding which capsule contained Chloro- 
quine and which the placebo. Results were consid- 
ered good, that is Grade I and II response in 70%, 
and improved work performance, sedimentation rate 
and hemoglobin levels compiled this major gain. 
Ninety per cent of these remained on Chloroquine. 
In the 30% classified as failures, many were sub- 
jectively improved. Toxic reactions to Chloroquine 
could be blamed for less than half of the failures. 
Of the remainder, many had had prolonged, constant 
rheumatoid activity of a severe degree. Dr. Bagnall 
encountered no definite serious toxic reactions. Drug 
dermatitis was seen in 40% of the patients at some 
time, but was significant in restricting dosage in 
only 16%. A seasickness syndrome was seen in 
38% but caused only two patients to discontinue 
therapy. Leukopenia was present in six patients but 
returned to normal in five on the drug. The other 
stopped Chloroquine because he was well. 


DOSAGE AND ADMINSTRATION OF 
CHLOROQUINE 


Chloroquine is usually given in 250 mg. capsules 
or enteric coated tablets once a day. Some have 
found it more convenient to give the drug at night, 
feeling that this causes less gastrointestinal distur- 
bance. A favorable response is usually seen in from 
three weeks to three months but occasionally may not 
be seen for from six to twelve months. In the latent 
period other therapy, such as aspirin, small doses 
of Cortisone, or Butazolidin may be used for initial 
response. No definite duration of therapy can be 
given at this time since patients are known to relapse 
after withdrawal of antimalarials. 


TOXICITY 


Toxicity has included multiform skin rashes which 
sometime necessitate discontinuing the drug, blurring 
of vision, a seasickness-type of syndrome which is 
usually transient, and certain gastrointestinal dis- 
turbances which, though not serious, may cause in- 
tolerance to the drug. I have observed increased 
blood pressure in two patients and this should be 
looked for. No serious reactions have been reported 
thus far with this drug. 

Atabrine has caused such complications as agranu- 
locytosis and exfoliative dermatitis and probably 
should not be used. 
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Hydroxycholoroquine (Plaquenyl) seems to have 
similar anti-rheumatic effect to that of Chloroquine 
and is, perhaps, less toxic!. 


CONCLUSION 


Because of apparent specific anti-rheumatic ac- 
tivity, lack of toxicity and serious side effects, ease 
of administration and financial advantages to the 
patient in the way of decreased laboratory work, 
Chloroquine (or hydroxychloroquine) may be the 
most ideal drug for treatment of rheumatoid arthritis 
on the market today. 
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Venereal Disease 


Acute venereal disease may not be a medical 
chapter of the past, according to a Wisconsin phy- 
sician. 

His conclusion is based on a study which indicates 
that the bacterium causing one form of venereal dis- 
ease—gonorrhea—is developing a resistance to thera- 
peutic injections. 

Dr. Ernst Epstein pointed out that it previously 
had been assumed that acute gonorrhea has largely 
been banished by penicillin. As a result of this 
study the situation is now changed. “No longer can 
acute gonorrhea be considered lightheartedly as a 
disease with certain cure and less disability than 
a common cold.” 

His opinions are based on a study conducted in 
1958 while he was serving as a captain in the Army 
medical corps in Korea and are reported in the 
March 7 Journal of the American Medical Associa- 
tion. 

The study included the examination and treat- 
ment of 146 servicemen infected with gonorrhea. 
They were given a series of five daily injections of 
penicillin. Results indicate a 20 per cent failure 
to cure the disease. 
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Commenting on this fact, Dr. Epstein said, “A 
20 per cent treatment failure rate is both unusual 
and unsatisfactory.” Previous studies cited by the 
physician indicate a treatment failure between one 
and five per cent. 

The doctor discarded reinfection as a factor in 
the high percentage of failure. “All patients were 
restricted to Army compounds for two weeks and 
carefully questioned regarding further sexual con- 
tacts. 

“These considerations do not rule out the possi- 
bility that an occasional treatment failure was the 
result of reinfection. However, they do eliminate 
reinfection as an explanation for the 20 per cent 
failure rate.” 

Dr. Epstein attached “grave significance” to the 
study. “It is probably only a matter of time until 
penicillin resistance will be met on an increasing 
scale all over the world.” 

To combat this new immunity, Dr. Epstein called 
for more careful and prolonged follow-up studies 
coupled with other exhaustive tests to find a cure. 

Dr. Epstein is now engaged in the private prac- 
tice of medicine in Marshfield, Wis. 


VirctntA MepicaL MoNTHLY 


LTHOUGH THE SURGEON and the anes- 
thetist have a variety of preanesthetic agents 
available, they are still seeking and would welcome 
any drug which would lessen or eliminate the de- 
pressant effects on vasomotor tone and respiration 
yet keep the favorable effects such as depression of 
the cerebral cortex, potentiation of anesthetic agents 
and antinauseant action. 

The arrival of the tranquilizing agents on the 
surgical scene has helped reduce the need and 
amounts of premedicant drugs required and has also 
brought about a new safety factor in the operative 
regime, although they are still not the final answer 
to the problem. 

Among the tranquilizers in use today as preanes- 
thetic agents are the phenothiazines. However, the 
majority of these compounds produce an undesirable 
hypotensive action which prevents their wider usage. 
There is one of these phenothiazines, mepazine 
(Pacatal), which apparently presents little or no 
hypotensive effect and the little it might produce can 
be promptly reversed. Mepazine has a variety of 
pharmacologic effects which could be of immense 
importance in surgical procedures, i.e., drying action 
on the mucous membranes, antiemetic activity and 
a potentiation of anesthetic agents to permit reduction 
of dosage. 

Nieschulz et al? showed that mepazine inhibited 
and stabilized the central and peripheral regulating 
apparatus of the autonomic system in addition to 
having a direct depressive action on the central nerv- 
ous system. Horatz’ reported the use of mepazine 
as a preanesthetic medication in facilitating cooling 
and as a potentiator of ganglionic blockers. Dechene’, 
using mepazine in 500 different studies on dogs and 
100 cases of thoracic surgery, noted the drug had 
value as a controlling agent for cardiac arrhythmias 
during anesthesia. Pedersen® used mepazine in 427 
cases as a premedicant for maintaining a stable 
autonomic nervous system and for its antiemetic ac- 
tivity. 

According to Davies et al® who used Pacatal in 
352 patients, including 204 children and many “poor 
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risks”, Pacatal had the following favorable effects, 
“Good pre-operative sedation, tranquilization more 
noticeable than hypnosis, ease of control of anesthetic 
procedure (between anesthesia and analgesic); de- 


creased amounts of anesthetic agents necessary, anti- ° 


secretory effects avoiding use of atropine in adults, 
normal response to vasopressors, tranquil post-opera- 
tive course, decreased incidence of post-operative 
nausea and vomiting.” Lear et al’ utilizing mepazine 
in 434 patients notes that “. . . the use of mepazine 
is associated with minimal restlessness and dis- 
orientation in the geriatric patient.” Corssen and 
Allen® state that “The absence of a noticeable hypo- 
tensive action seems to be one of the most advanta- 
geous properties of Pacatal for its use as an adjunct 
in anesthesia.” 

From these reports, mepazine seemed to have the 
ability to reduce the incidence of post-operative nau- 
sea and vomiting. It apparently enhanced the seda- 
tive action of many widely used pre-operative medi- 
cations, allayed anxiety, fear and apprehension, had 
little or no circulatory effects, decreased the amounts 
of anesthetic needed and reduced salivation and 
mucous production. Moreover, the drug appeared 
particularly useful in surgery of the elderly. 

We decided, therefore, to give mepazine as a pre- 
anesthetic medication in order to evaluate its im- 
portance as an adjunct in general surgical procedures. 
We performed 240 surgical procedures of every 
variety ranging from endoscopies to major abdom- 
inal and thoracic surgery. The table below lists the 
kind and numbers of operations performed. 


The following dosage schedule was maintained : 

Pre-operative—night before—100 to 200 mg. of 
mepazine was given orally together with 3/4 gr. to 
1 1/2 gr. of Seconal. Two hours before surgery— 
100 to 150 mg. mepazine given intramuscularly deep 
into the gluteal muscle together with Demerol 50 to 
75 mg. 

Post-operative—mepazine was given to control 
nausea or agitation, only when necessary, 25 to 50 
mg. orally or intramuscularly T.1.D. or Q.1.D. 


Results: 


The results were uniformly good in all 240 cases. 
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TABLE 1 


66 
5 
Splenectomy, embolectomy, pancreatec- 
3 
54 
Fractures, orthopedic surgery ~___-_-------- 20 
Fractures, extremities ____---__----______ 16 
Diaphragmatic hernia __------.--__--__ 2 
12 
Kidney, prostate and bladder surgery ~----- 7 
Lipoma, sebaceous cysts, etc. -_____--~- 10 
Tonsillectomy, adenoidectomy ~~ 14 
Drainage of abscesses, biopsy, etc._____- 12 
Total 240 


The patients came to the operating room calm and 
quietly relaxed. This was especially true in the 
hyperthyroid cases. They did not need any Avertin 
or intravenous pentothal in their rooms pre-opera- 
tively. The skin was warm and dry. Much smaller 
amounts of sedation or narcotics were required than 
in the past. No atropine was used in this entire series 
since mepazine functions very well as a suppressant 
of saliva and mucus. There also seemed to be a 
marked reduction in post-operative complications 
such as pulmonary atelectasis. It is noteworthy that 
not one case of embolic complication was observed 
in the entire series. The incidence of nausea and 
vomiting during the surgery and after was consid- 
erably reduced, especially since the patients did not 
need as much narcotics post-operatively. Drug in- 
duced hypotension caused us no difficulty. Those 
patients who presented a cardiac disease displayed 
less anxiety, less angina; those who presented au- 
ricular fibrillation at first, demonstrated a return 
to regular sinus rhythm in many cases. All these 
factors permitted earlier ambulation post-operatively. 


Side Effects: 


No side effects were seen in patients who were 
given mepazine pre-operatively only. A few patients 
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who received mepazine additionally post-operatively 
complained of transitory blurred vision, a common 
event following phenothiazine therapy. 

A few complained of excessive dryness of the 
mouth and throat; this could be controlled, in most 
cases, by sucking ice chips. An occasional patient 
complained of diarrhea, a few others of constipation; 
whether this was due to drug effect or psychic im- 
balance could not be determined. 

No controls or double blind technique was fol- 
lowed during this series. 

The observations made were so striking that they 
could not be misinterpreted, however, no quantitative 
analysis was made. 


SUMMARY AND CONCLUSIONS 


1. Mepazine was used as an anesthetic supplement 
in 240 cases of surgery who received general anes- 
thesia. The average patient received 100 mg. the 
night before surgery; 100 mg. two hours before sur- 
gery and 75-200 mg. daily post-operatively when 
there was nausea, emesis or undue agitation. 

2. Results were uniformly good in all cases. Pa- 
tients came to the operating room cooperative and 
relaxed. A sharp decrease was noted in the amount 
of barbiturates and/or narcotics required. Post- 
operative complications, particularly thrombotic and 
embolic phenomena, were sharply reduced. Early 
ambulation was hastened by the use of mepazine. 

3. A few patients did complain of dry mouth 
and throat, blurred vision, diarrhea and constipation. 
In no case were these severe enough to require any- 
thing but simple symptomatic treatment. 

4. In our opinion, mepazine (Pacatal) should 
prove a useful adjunct in general surgical procedures 
since it helps reduce excessive psychic activity, does 
not depress respiration or cause any unnecessary cir- 
culatory reflex activity, reduces secretory and mucous 
production, is antiemetic, helps reduce the need for 
larger amounts of more toxic anesthetic agents and 
finally, helps provide a smoother, safer anesthetic 
and post-anesthetic course. 
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The current path of medical research in England 
is discouraging rather than encouraging young peo- 
ple to enter a career in the basic sciences. 

Unless this trend is reversed, a gradual lowering 
of the standards of medicine, even at the practical 
level, is expected. 

These conclusions are reported in the March 9 
AMA News, a publication of the American Medical 
Association. The report is based on an original 
article appearing in a recent issue of The Lancet, 
an independent British Medical Journal. 

Following 11 years of socialized medicine in Eng- 
land, the British state that they now have more 
medical specialists than ever before. “We should 
not pretend that this growth in specialist services 
will by itself keep British medicine in the forefront. 

“We cannot maintain our standards without the 
vigorous pursuit of research in our medical schools, 
for even good routine will decline without the stim- 
ulus of critical thought engendered by investigative 
work.” 


Principal reason cited for this downward trend 
is the lack of encouragement, support, and oppor- 
tunity given the young student in laboratory and 
investigative work. 

This lack is illustrated in the following manner: 

—No new teaching hospitals have been developed 
in England since before World War II. 
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Medical Research in England 


izers Used in Anesthesia. J.A.M.A. 166: 1438 
(March 22) 1958. 

8. Corssen, G., and Allen, C. R.: Clinical Evaluation of 
10 (N-methylpiperidyl-(3)-methyl) Phenothiazine 
(Pacatal) for Use in Anesthesia. South. M. J. 51: 
689, 1958. 


277 Eastern Parkway 
Brooklyn, New York 


—aAt present there is no surgical animal research 
laboratory in any English university. One is now 
nearing completion, however. 

—Careers in basic medical science have become 
unattractive in salary. 

—Research directors and medical professors, as 
well as promising young investigators, are being 
lured to the United States. 

The British point out that those scientists coming 
to the United States are given encouragement, lavish 
support, and almost unlimited opportunity in their 
laboratory and investigative work. 

With their small population and national income, 
the English feel they cannot spend as much money 
on research as does the United States. They said, 
however, “We could with advantage spend more 
than we do, and we should make sure that our 
resources are used with imagination. 

“Our Commonwealth links no longer depend on 
the strength of our military force, but on our scien- 
tific, cultural, and commercial leadership. Progress 
in one science inevitably impinges on all associated 
branches. 

“In this country we have no lack of talent; but 
without more financial encouragement, more labora- 
tories, and more facilities for research, we shall lose 
our best workers, and gradually the standards of 
medicine even at a practical level will decline.” 
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Pre-Paid Medical Care... . 


Prepayment Rates 


The fact that once again the largest Blue Cross 
Plan in the State must increase its rates is prompt- 
ing a renewal and an intensification of the public’s 
interest in medical economics. Physicians across the 
State now are subject to receive inquiries from their 
patients concerning why must we have periodically 
increasing prepayment rates and—more difficult to 
answer—where are the progressively higher costs of 
health care leading us. 


Though currently in the local news, Blue Cross 
is not alone in the squirrel-cage of today’s medical 
economics, necessarily running faster and faster just 
to keep from going backward. As reported by the 
Detroit Free Press, “Across the country the cost of 
group health insurance is going up. That’s the con- 
sensus among officials of leading insurance com- 
panies who were asked about the subject by the 
Associated Press. Mr. K. C. Foster of the group 
insurance division, Prudential Life Insurance Com- 
pany of America, puts it this way: ‘We understand 
several of the larger companies plan rate increases 
in hospital and surgical insurance early in 1959. 
Some of the others went up in 1958. Hospital rates 


are going up year after year. The general feeling 


is they'll continue to go up 5 to 7 percent a year 
for a while.’ ” 

Why are commercial insurance and non-profit 
prepayment rates going up? Hospital costs, as Mr. 
Foster states, are an important factor to be sure, but 
as concerns rates the effect of the increasing costs 
of providing a day of hospital. care is being com- 
pounded by the increased frequency with which 
days of care are utilized. Hospital costs in relation 
to Blue Cross rates have previously been discussed 
on this page”; utilization of in-patient services has 
also been discussed upon several occasions, but in 
these discussions there has been but little emphasis 
given to a most important factor—availability of 
beds. 

With the help of federal Hill-Burton funds and 
State appropriations many Virginia communities 
have constructed new hospitals, or have enlarged 
existing hospitals, during the past few years. Con- 
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struction of beds continues and, according to plans 
now on drawing-boards, new construction will con- 
tinue well into the future. Obviously the people of 
the various communities want the benefit of increased 
availability of hospital beds—individual members 
of the communities have personally contributed to 
their construction costs. Unfortunately, however, but 
few people of these communities, of the State-wide 
community, fully realize that they must also per- 
sonally pay for the maintenance costs of the new 
beds they have brought into existence as they use 
them. More beds, more use of beds, more personal 
expenditure; it matters not whether the expenditure is 
made as a post-payment or as a prepayment. 

To illustrate the situation, here are the trends 
which are affecting the Richmond Blue Cross Plan, 
projected from the past into the future: 

Days per 1000 


Beds Available Members Paid Cost to Plan Cost to Plan 
Year In Plan Area for by Plan Per Day Per 1000 Members 


1955 5,110 1054 $16.24 $17,117 ' 
1956 5,146 1060 $16.96 $17,978 
1957 5,394 1120 $18.05 $20,216 
1958 5,910 1249 $20.42 $25,505 
1959 6,222* 1315 $22.05 $28,996 
1960 6,480* 1369 $23.37 $31,994 
1961 6,520* 1377 $24.77 $34,108 


From this tabulation it is apparent that the amount 
of prepayment for Blue Cross hospital services which 
might have been adequate during 1955 is only about 
half the amount that will be necessary to cover the 
cost of hospitalization the Plan will experience dur- 
ing 1961. The new rates this Plan recently requested 
of the State Corporation Commission, incidentally, 
are designed to carry the Plan until June 1, 1961. 
The rates it had in effect during 1955 were increased 
30% as of June 1, 1958; and the rates then becom- 
ing effective are now to be increased by about 50% 
—the net effect on the 1955 rates being a 95% 
increase. 

The expense of prepayment for hospital care thus, 
over a period of only six years, will be almost doubled 
as a result not only of increasing hospital operating 


*Including beds now under construction or on draw- 
ing-boards. 
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costs but also of continued construction of new 
hospital beds. Prepayment is but a budgeting mech- 
anism; without prepayment the public would still 
find it necessary throughout 1961 to expend for hos- 
pital care about twice the amount of its 1955 ex- 
penditure, else many of the newer beds would have 
to be closed. And this fact raises another question: 
are all the hospital beds now planned for truly 
necessary ? 

To completely eliminate any further increase in 
the number of hospital beds which must be sup- 
ported, there perhaps could be instituted a do-it- 
yourself nursing program for individual families— 
with a resultant increase in time-loss, disability, and 
maybe even life. Also, shifting a large portion of 
medical care back to the home would bring a demand 
for many more doctors than are now in practice. 
On the other hand, the need to finance maintenance 
of a progressively increasing number of hospital beds 
poses the danger of pricing out of the market the 
heretofore successful voluntary system of paying and 
prepaying for hospital care. 


Even though a person has his elbow, forearm or 
hand in a cast, he must raise the arm above his 
head several times a day. Otherwise, he may end 
up with a stiff and painful shoulder. 

Most patients with fractures of the forearm or 
hand are afraid to do “what may appear to them 
to be unnecessary movements,” two Chicago ortho- 
pedists said in the February 28 Journal of the 
American Medical Association. 

Lack of exercise, even for as brief a period as 
two or three weeks, may cause a shoulder to become 
stiff. Drs. Robert G. Thompson and Edward L. 
Compere said doctors must repeatedly tell their pa- 
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Shoulder Exercise in Forearm Fractures 


The answer lies in truly judicious decisions about 
hospital bed construction. If there are to be beds 
available in numbers permitting hospitals to be 
over-used, an economic recession would find hospitals 
to be over-built. But an optimum number of beds— 
plus adequate hospital facilities for ambulatory pa- 
tient-care—probably can be maintained by the vol- 
untary system throughout the vagaries of the general 
economy, while at the same time optimum medical 
practices can be continued. 

To ascertain that the optimum number—not a 


superfluity—of hospital beds are constructed and 
maintained, and to sponsor the construction of ade- 


quate hospital accommodations for ambulatory pa- 
tients, are challenging problems for the medical 
profession. Only by successfully meeting its chal- 
lenge can the profession keep the costs of health 
care from leading the country into so-called “social- 
ized” medicine. 


1 “Health Policy Costs Rising Across U. S.” Detroit Free 
Press 128:7B. January 4, 1959. 

2 Pre-Paid Medical Care. Virginia Medical Monthly 
85: p. 93-94, February, 1958. 


tients to raise their injured arms above their heads 
several times a day. 

This advice applies to any patient with a fracture 
involving the fingers, hands, forearms or elbows, and 
who is wearing a short or long arm cast, with or 
without a sling. 

If the patient raises the arm above his head sev- 
eral times each day, “much future suffering and 
disability can be prevented.” 

In addition, patients should be shown how to 
move their hands when they have injuries of the 
elbow and forearm. It is not enough, they said, 
to simply wiggle the fingers; a complete fist should 
be made. 
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Public Health.... 


Staphylococcal Infections in Hospitals 
(Continued) 


Recommendations for Prevention of Staphylococ- 
cal Disease in Hospitals. 


There should be a Committee on Infections in 
every hospital. It is suggested that, where possible, a 
bacteriologist, a pediatrician, a surgeon, an internist, 
a nurse, and a hospital administrator be members. 
The local health director should be invited to serve 
as a consultant to the committee. The committee 
should establish a system of reporting infections 
among patients and personnel and should designate 
one individual to whom reports are to be made. 
If cultures are required from all infections, the bac- 
teriologist should automatically send reports to the 
chairman of the Committee on Infections. Records 
of all infections should be kept as a basis of epi- 
demiologic study and recommendations for remedial 
measures. 

Positive staphylococcic cultures should be tested 
for coagulase positivity and for antibiotic resistance. 
Phage typing should be done when indicated on 
coagulase-positive staphylococci of apparently epi- 
demic strain. 

The committee should review aseptic techniques in 
use in operating rooms, delivery rooms, nurseries, 
and in the treatment of all patients with infections. 
They should recommend methods to improve tech- 
niques when indicated and to see to their enforce- 
ment. 

The committee should attempt to reduce to a 
minimum consistent with adequate care: a) the use 
of antibiotics, especially as “prophylaxis” in clean, 
elective surgery and b) treatment with adrenocor- 
tical steroids. 

The committee should undertake an educational 
program to convince professional staffs and lay 
employees of the hospital of the importance of 
reporting to the proper authority when they have 
skin infections, boils, acute upper respiratory infec- 
tions and the like. 

The committee should attempt to discover infec- 
tions that do not become manifest until after the 
patients leave the hospital. Some survey should be 
made of patients who have been sent home. A tele- 
phone survey, either complete or sample, is an excel- 
lent method. They should attempt to trace the 
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source of any infection with which a patient may 
be admitted to the hospital. 


The committee should require the isolation of hos- 
pital patients with staphylococcic disease and should 
enforce the observation of isolation techniques by all 
who come in contact with the patient. An educational 
program directed to the family of such patients 
should be carried on so that they will understand why 
visitors have to be excluded or limited. 


The committee should undertake or direct special 
studies among staff and personnel to uncover silent 
carriers of staphylococci, especially in epidemic situ- 
ations accompanied by repeated cases traceable to the 
same type of organism. They should provide appro- 
priate measures for treatment of all carriers who 
persistently show heavy growth of epidemic strains 
of staphylococci in naso-pharyngeal cultures or who 
are identified by epidemiologic evidence. They should 
advise the transfer of such carriers and personnel 
with skin infections, boils, acute upper respiratory 
infections, and the like from locations such as oper- 
ating rooms, delivery rooms, nurseries, and food- 
handling positions to other duty stations in the hos- 
pital. Occasionally leave of absence for a per- 
sistent carrier may be necessary. In a few instances 
it may be wise to request the resignation of such 
personnel. 

The committee should work closely with the hos- 
pital administrator and in many instances should 
direct their advice or requests through him. The 
administrator should be directly responsible for 
maintenance of the general cleanliness of all areas 
in the hospital. 

All other possible sources of cross-infection, such 
as dust, air pollution, and floors must be considered 
as potentially important factors in the spread of 
infection. Engineers may prove valuable as con- 
sultants in considering air pollution and in inspect- 
ing ventilating and air-conditioning systems. 

There must be organization to achieve the goal 
of maintaining proper cleanliness. Within this or- 
ganization there must be an executive housekeeper 
and this individual must be responsible to only one 
person. Every person has a right to know what he 
is to do, how he is to do it, and to whom he is respon- 
sible. Responsibility delegated should carry with 
it the right to report to only one individual. Work- 
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men are answerable to their immediate supervisors; 
the supervisors report to the chief; the chief reports 
to the administrator; the administrator reports to 
the chairman of the Committee on Infections. The 
primary mission of all is to provide a sanitary en- 
vironment in which ill patients are housed and in 
which medical treatment may restore them to health. 

The housekeeper must have specialized knowledge 
in cleaning techniques for contaminated areas and for 
handling contaminated materials, such as linens. The 
workers must know how to protect themselves as well 
as how to prevent the spread of infections to others. 
Infected linens should be bundled in a clean bag 
or pillow case and the container tagged and handled 
separate from other linens. Ideally, a disinfectant 
should be used to scrub the floors throughout the 
hospital instead of just in the operating rooms, as 
at present. The time for cleaning wards should be 
arranged to occur prior to and not when dressings 
are changed. Likewise, window sills, pipes, doors, 
and radiators should be dusted with a moistened 
cloth when dressings are not being changed. Mop 
heads and scrub water should be changed frequently 
and always after scrubbing a badly contaminated 
area. 

Usually the plan of instruction in aseptic tech- 
niques is a function of the Nursing Service. House- 
keeping personnel are masked, capped, and gowned 
and follow the same general aseptic techniques in 
entering and leaving a contaminated area as nursing 
personnel. 


Equipment and supplies used by housekeeping 
personnel in isolation areas are purchased specifically 
for that part of the hospital and are not to be used 
elsewhere without taking all precautions to preclude 
transmission of contamination. 

Washable materials used in housekeeping are 
handled in the same way as contaminated linen from 
such areas. 

Patients admitted to the hospital should be fur- 
nished with clean blankets, sterilized linens, and 
clean mattresses. A large pool of staphylococci in the 
ward can be avoided by regular disinfection of 
blankets and curtains. Woolen blankets may be dis- 
infected during laundering. Blankets should be 
kept out of the operating rooms. Do not mix them 
on the shelves and do not redistribute them to dif- 
ferent patients each night. Cleanliness of mattresses 
may be approached through the use of disposable or 
non-disposable plastic covers. 

Laboratory Studies. The hospital laboratory should 
make isolations in pure culture of staphyloccocci from 
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specimens submitted in cases of infection or in epi- 
demiologic studies. It should be determined whether 
they are coagulase positive and their antibiotic 
resistance should be tested. These studies can be 
made in most small laboratories and the Director 
of the State Laboratory is ready to train these tech- 
nicians who may wish to review or who may be 
uncertain of their procedure. 

Phage typing is another thing. This must usually 
be done in a central laboratory and the State Lab- 
oratory will take care of specimens submitted for 
phage typing either by sending them to the laboratory 
designated for this area or, when equipped, by han- 
dling them in their own laboratory. Laboratories 
should be reminded that the occasional isolation of 
staphylococci may have no import at the time but 
later may prove to be a part of an epidemic which 
is building up. For this reason, cultures should not 
be destroyed but should be held until it is evident 
that they are no longer needed. 

Members of the broad phage Group III and type 
80/81 have been largely responsible for hospital- 
acquired infections in 1957 and 1958. The latter 
possess enhance virulence and high degree of com- 
municability. 

It is quite evident that prevention and control 
of staphylococcal infections in hospitals calls for 
teamwork, for close associatiun of many groups, for 
constant vigilance, and for full knowledge of the 
situation prevailing at all times. 


References. Hospital-Acquired Staphylococcal Disease, 
Proceedings of the National Conference, September 1958, 
sponsored by U.S. Public Health Service and National 
Academy of Sciences. 

Strengthen the Role of the Hospital Housekeeper, Kil- 
patrick, Charles F., Modern Sanitation and Building Main- 
tenance, July 1958. 


MOonTHLY REpPoRT OF BUREAU OF COMMUNICABLE 
Diszas—E CONTROL 
Jan.- Jan.- 
Feb. Feb. Feb. Feb. 
1959 1958 1959 1958 


Brucellosis 2 1 1 
Sa 1 0 3 5 
Hepatitis ____ 27 112 56 
1539 1107 2880 1541 
Meningococcal Infections ____ 11 9 18 19 
Meningitis (Other) _ 15 18 35 35 
0 1 2 1 
Rabies (In Animals) _..._.--__ 15 39 31 $2 
Rocky Mt. Spotted Fever___.._ 1 0 1 0 
Streptococcal Infections _____.1098 757 2112 1286 
1 10 5 18 
Typhoid Fever ______-- bi 1 1 2 5 
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Mental Health.... 


Our Hospital Patients Grow Older 


Although the socio-economic problems of our aging 
population are of moderate interest to everyone, they 
are of grave, immediate, and particular concern to 
the Department of Mental Hygiene and Hospitals. 
Plans for future hospital construction and remodel- 
ing for example must be made many years in advance. 
It is important therefore to predict the size of the 
geriatric problem with as much accuracy as possible. 
The only predictive yardstick available is the ex- 
perience of the past. 

One-fourth of the patients now in the mental hos- 
pitals of Virginia are 65 years of age and over. This 
has been true for almost 10 years. Although the 
increase in percentage each year of this age group 
has been small, as the total population has increased, 
the actual numbers of these aged patients has more 
than proportionately increased. By using the index 
method of increase with 1949 as a base of 100, the 
table shows this growth of geriatric population: 


Percent of 
Population Population 
65 Years 65 Years 
Total of Age and Over 
Year Population Index and Over Index Each Year 
1949 9,860 100.0 2,294 100.0 23.3 


1950 89,914 100.5 2,358 102.8 23.8 
1951 9,904 100.4 2,420 105.5 24.4 
1952 10,125 102.7 2,456 107.1 24.5 
1953 10,532 106.8 2,587 112.8 24.6 
1954 10,856 110.0 2,713 118.3 25.0 
1955 11,303 114.6 2,914 127.0 26.0 
1956 11,037 111.9 2,934 127.9 26.6 
1957 11,020 111.8 2,955 128.8 26.8 
1958 11,067 112.2 2,930 127.7 26.5 


Approximately 66% of the hospital population is 
made up of two diagnostic groups, diseases of the 
senium and psychotic (involutional, manic-depres- 
sive, and schizophrenic). Eighty-five percent of the 
patients 65 years of age and over fall into one or 
the other of these two diagnostic groups. At the 
beginning of the period the psychotic group had more 
patients in the 65 years and over age group than 
the diseases of the senium. This ratio has changed 
so that now diseases of the senium are slightly larger. 

The two diagnostic groups are shown in the fol- 
lowing table using 1949 as the base of 100 for the 
index increase: 


Lantz, Epna M., Statistician, Department of Mental 
Hygiene and Hospitals, Richmond, Virginia. 

Approved for publication by Commissioner, Department 
of Mental Hygiene and Hospitals. 
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Total 65 Diseases 
Year and Over of Senium Index Psychotic Index 


1949 2,294 935 100.0 1,032 100.0 
1950 2,358 975 104.3 1,039 100.7 
1951 2,420 1,002 107.2 1,076 104.3 
1952 2,456 992 106.1 1,105 107.1 


1953 2,587 1,082 115.7 1,132 109.7 
1954 2,713 1,113 119.0 1,173 113.7 
1955 2,914 1,296 138.6 1,229 119.1 
1956 2,934 1,270 135.8 1,242 120.3 
1957 2,955 1,263 135.1 1,240 120.3 
1958 2,930 1,231 131.7 1,226 118.9 


The comparative indices of both tables show that 
the hospital population had a higher index in 1955 
than any other year during the period. The psychotic 
age group of 65 years and over has continued to rise 
except for a slight drop in 1958. The disease of the 
senium index dropped after the year 1955 but this 
is misleading, for the following reason: 

The number of patients in the “diseases of the 
senium” group is a reflection of current admis- 
sion rate. Most of these are in the older age group 
when admitted and the admission diagnosis is ac- 
curate and static. Those patients in psychotic groups 
are largely a build up and accumulation of patients 
admittted in earlier years who have grown old in 
the hospital. Actually many of these were admitted 
as schizophrenics but now are predominantly arterio- 
sclerotic, etc. They are still carried on the records, 
however, as of the original diagnosis. Therefore 
relative drop in diseases of the senium when com- 
pared to psychotic is more apparent than real, 

In 1955 a special study was made of patients in 
mental hospitals by length of stay, diagnosis and age. 
(Results of this study were published in the Virginia 
Medical Monthly from February, 1956 to July, 
1956.) Because of the normal death rate only 7.9% 
of the 1,475 patients diagnosed as “diseases of the 
senium” were in the hospital longer than 10 years and 
15.0% longer than 5 years, whereas, the manic-de- 
pressive had 62.3%, 10 years or longer and 76.0%, 
5 years or longer; schizophrenics 54.9%, 10 years or 
longer and 71.8%, 5 years or longer. 

Thus mental hospitals have two types of geriatric 
patients; those admitted at an early age to grow old 
in the hospital because they are too mentally ill to 
be released or have nowhere to go—and those ad- 
mitted in the later years of life mostly from a 
mental disease as a result of old age. 

The admissions, discharges, and death ratios of the 
aged patient will be taken up in a subsequent article. 
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Woman's Auxiliary... 


President Mrs. Charles A. Easley, Danville 
President-Elect_________ Mrs. Walter A. Porter, Hillsville 
Vice-Presidents________ Mrs. George K. Brooks, Richmond 


Mrs. James M. Moss, Alexandria 

Mrs. W. A. Eskridge, Parksley 
Recording Secretary___Mrs. Robert B. Keeling, South Hill 
Corresponding Secretary ______- Mrs. J. J. Neal, Danville 
Mrs. Wyndham B. Blanton, Richmond 
Publication Chairman__Mrs. Custis L. Coleman, Richmond 
Mrs. J. R. St. George, Portsmouth 

Mrs. Lee S. Liggan, Irvington 


t Mrs. Maynard Emlaw, Richmond 
: Workshop 
se The Woman’s Auxiliary of The Medical Society 
le of Virginia held their first workshop on February 
is 10th at the new headquarters building in Richmond. 
Many presidents have tried to hold a mid-year work- 
1€ shop in conjunction with the board meeting. Mrs. 
s- Easley is the first president to accomplish the al- 
ip most impossible. The workshop was on the 10th 
c- and the board meeting on the 11th. Attendance was 
ps excellent; members came from far and wide. 
its The workshop began promptly at 9:30 A. M. with 
in registration, announcements and news from the med- 
ed ical society. 
0- Mrs. Walter Porter, membership chairman, re- 
ls, ported on membership. 
Today's Health: Mrs. William Grigg showed 
slides on the new look of Today’s Health. She said 
% that the magazine has potential readers of 12 mil- 
lion a month. 
lia Bulletin: Mrs. B. T. Eberly reported for the 
ly, chairman, Mrs. L. E. Mayo. 
% Program: Mrs. George K. Brooks, chairman, re- 
the quested that the group have better programs so they 
nd would have better attendance at their meetings. She 
de- said that auxiliaries cannot compete with women’s 
To, clubs for programs since auxiliaries do not have 
or budgets for programs. The best idea is to stay with 
auxiliary interests. 
_ AMEF: Mrs. Carney Pearce, chairman, gave 
old everyone a bulletin on AMEF, explaining its func- 
to tion. The AMEF is sponsored by the American 
- Medical Association, which pays all its operating 
ihe costs. Every dollar contributed goes to the medical 
schools. Grants are used for much-needed modern 
the 
al teaching equipment, salary increases to help faculty 


that would otherwise be forced to leave teaching, 
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and new departments in order to keep abreast with 
scientific advances. 


Recruitment: Mrs. H. C. Thompson, chairman, 
report there are 156 different occupations connected 
with health. Eleven out of 100 are physicians. 


Historian: Mrs. Hawes Campbell, chairman, 
asked the members to please send her their clippings. 


Legislature: Mrs. Henry R. Bourne, chairman, 
requested that we be informed regarding bills that 
are going before Congress. 

1, Encourage all auxiliary members to study So- 
cial Security amendments such as the “Forand Bill”. 

2. Study the Jenkins-Keough Bill. 

3. Inform other leaders of other organizations 
concerning the position of medicine in important 
pending legislation. 

4. Cooperate with your state and local medical 
society’s program to “improve the health care of the 
aged”’. 

Public Relations: Mrs. E. Lynwood Bagby, chair- 
man, introduced Dr. W. Linwood Ball, vice-president 
of the American Medical Association, who gave an 
informative talk on good public relations. 


Parliamentary Law: Mrs. Maynard Emlaw, chair- 


man, gave a most interesting report which is being 
printed. 


Mental Health: Mrs. A. B. Gravatt, Jr., chair- 
man, introduced Dr. John R. Saunders who spoke 
on Mental Health. His talk will be printed in an 
early issue of the Monthly. 


Safety: Mrs. M. H. Harris, chairman, introduced 
Dr. Fletcher Woodward who spoke on Safety. He 
gave such an excellent talk everyone wanted to know 
where they could purchase safety belts for their 
cars. 


Philanthropic: Mrs. W. M. Wattles, chairman, 
gave out letters to the auxiliary presidents for them 
to mail their contributions to Sheltering Arms and 
Crippled Children’s Hospitals. 

Mrs. Edward Ray, chairman, reported on the 
Leigh-Hodges-Wright Memorial Fund. 


Student Loan: Mrs. Lee S. Liggan, chairman, 
said that she would discuss student loans in the 
board meeting the next day. 


Janet CoLteMAN (Mrs. Custis L.). 
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Parliamentary Procedure in Practice 


It was at the meadow of Runnymede, on June 19, 
1215, that King John of England was forced by 
rebellious barons to grant the Magna Carta guaran- 
teeing the rights of his subjects. You may remember 
that it is said he threw his pen down angrily after 
signing. The first real recognition of citizenship 
rights and privileges, however, occurred during the 
reign of King Edward I, 1272-1307, by virtue of 
the Magna Carta. This revered document estab- 
lished a Parliament for the people of England, and 
a government for the people. Rules accepted in the 
House of Lords and in the House of Commons have 
become known as “Parliamentary Procedure” and 
are based on profound judgment and reason. 

Thomas Jefferson studied the English Parliament 
and then wrote the manual which established custom 
in the United States government, and which is still 
in use. For the layman, the writings of General 
Henry Robert are used as an authority in most 
organized groups. 

However, no one person can claim authorship 
of parliamentary procedure. The origin can be 
traced to The Ten Commandments, for from these 
principles all laws have originated, a number now 
estimated to be about thirty-five million separate 
rules. 

Parliamentary Law is said to be the oil which 
makes the meeting run smoothly, just as does the oil 
used to make machinery perform properly. It is 
based on the Golden Rule, which may be interpreted 
thus: 

1. Assures justice and courtesy to all 

2. Advances one thing at a time 

3. Recognizes the rule of the majority 

4. Protects the rights of the minority 

Let us consider here parliamentary procedure as 
it concerns the responsibilities of, first, the presiding 
officer; second, the individual member; third, com- 
mittees in general; and fourth, the nominating com- 
mittee. 


First—The presiding officer: 1 believe that there 
are certain requisites which are beneficial to the 
president of any organization, namely: 

Physical energy and enthusiasm. 

Purpose and direction. (To know the aims of the 

organization. ) 

Friendliness. (Discover ability in the members 

and express appreciation of honest effort. ) 

Integrity and honesty. (To be impartial and fair 

in all decisions. ) 

Technical mastery. (To know the duties of office 
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by studying the bylaws and rules of the or- 
ganization; to practice to acquire the art of 
presiding; and to know correct parliamentary 
procedure. ) 


The presiding officer should begin each meeting 
on time. It is not fair to the punctual members to 
await arrival of the tardy ones. The meeting should 
also close on time. One of the surest ways to keep 
members away from meetings is to allow the meeting 
to drag long past the time set for adjournment. Guest 
speakers should be advised in advance as to the 
amount of time alloted for their portion of a program. 

There are certain articles which every presiding 
officer should bring to each meeting: 


1. A notebook containing the order of business. 

2. A gavel to obtain and maintain order. 

3. A watch to time the meeting. 

4. A pencil or pen to check each item on the 
agenda. 

5. The constitution, bylaws and standing rules 
of the organization to settle questions arising 
in the meeting. Also, a list of all committees. 

6. A parliamentary manual to aid the Chair in 
ruling. 

7. A calendar to settle future dates. 


Leadership ability very often is born in a person, 
but it can also be developed through study and care- 
ful preparation. Carlyle once observed: “The wise 
may be taught by reason alone, but the ordinary mind 
is taught by experience.” 

The seating of the officers of an organization is 
usually in the following order: the president, with 
the secretary at her left; the vice-president to the 
right of the president, and the treasurer at the left 
of the secretary. Even in the most informal “home” 
meetings, the president and secretary should sit 
together at a table. A guest of honor should be 
seated to the right of the president. 

One word of caution regarding the use of the 
gavel is given. It is, of course, the symbol of au- 
thority, but it should be used sparingly. One tap 
is sufficient to open the meeting. It may be necessary 
to use the gavel to restore order when it is breached 
during the meeting, but here, again, one vigorous 
tap should be sufficient. 

The good presiding officer does not make an un- 
necessary display of her knowledge of correct par- 
liamentary procedure, but does tactfully assist mem- 
bers, if necessary, in re-phrasing motions. Also, the 
Chair will explain terminology if it appears that 
the members do not understand. For example, if 
debate of a motion continues at great length until 
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the discussion of the subject is becoming repetitious, 
some member may say: ‘I move the Previous Ques- 
tion”. The Chair should explain to the assembly 
that if this motion is passed, it immediately stops 
discussion and the main motion must be voted on 
at once. The motion on the Previous Question must 
be seconded and requires a two-thirds vote to pass. 

Frequently when discussion of a matter has been 
long, the Chair, wishing to bring the matter to vote, 
may ask: “Are you ready for the question?” Im- 
mediately several members will reply with ‘“Ques- 
tion’, “Question”. Properly the Previous Question 
should be moved to close debate, and it might be 
preferable for the Chair to state: “If there is no 
further discussion of this matter, we shall now vote 
on the motion before the house’’, and she would then 
state the motion and call for the vote. 


Second—Responsibilities of Members 

Individual members have a duty to their organi- 
zation. Every member should be familiar with the 
bylaws. They should attend the meetings regularly, 
and thus manifest loyalty and faith, show regard for 
the fellowship and efforts of the other members, and 
should participate in the activities of the organiza- 
tion to the extent of their experience and talent. 

New members who have no experience in organi- 
zations, but who should constitute tomorrow’s offi- 
cers and leaders, can acquire proficiency and con- 
fidence by learning a few fundamentals of parlia- 
mentary procedure. 

Members should know the proper way to intro- 
duce business. The member should rise and address 
the chair, as: “Madame Chairman”, and wait to be 
recognized. Then she may propose the motion. Al- 
ways say: “I move”, not “I make a motion”. The 
motion should be seconded, the Chair states the 
motion and calls for discussion. The maker of the 
motion has the right to speak first on the question. 
Remember that every member has the right of ques- 
tion and debate. 

Members should learn the correct way to change 
or add to the main motion. They may do so by 
proposing an amendment. Amendments to motions 
never require anyone’s consent to be proposed; they 
automatically outrank their motions. Amendments 
were created to enable members of the assembly to 
improve, change, or otherwise help complete a motion 
so as to make it more acceptable to the body. Only 
two amendments may be pending at one time. The 
primary, or first, amendment must be germane to 
the main motion; the secondary amendment must 
be germane to the first amendment. Amendments 
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must be seconded, are debatable, and require a ma- 
jority vote. The secondary amendment is voted 
upon, then the primary, and finally the main mo- 
tion as amended. 

One of the best ways for a member to serve the 
organization is to accept committee appointments. 
This brings us to Point 3. 


Third—Res ponsibilities of Committees 

Robert’s Rules of Order, Revised, defines Com- 
mittees thus: “A committee is a body of one or more 
persons appointed or elected by an assembly or 
society to consider, to investigate, or to take action 
in regard to certain matters, or to do all three of 
these things”. Committees are of two classes: (1) 
Boards of Managers, or Director, or Executive Boards, 
and (2) Ordinary Committees, such as Standing or 
Special Committees. 

In nearly all organizations, the major part of the 
work is carried on by committees. An organization 
could accomplish little if all the discussion and 
planning had to take place at its general meetings. 

Standing committees are provided for in the by- 
laws, and are appointed or elected at the beginning 
of the administration to cover each activity of the 
organization, such as: Program, Membership, Pub- 
licity, Ways and Means, and so on. These com- 
mittees perform the normal functions of the organi- 
zation and it is of great importance that a member 
find out the exact duties of a committee before 
accepting its chairmanship. These committees serve 
for a fixed term, usually the same as the officers, 
and submit an annual report. 

Special committees perform an entirely different 
function. The members are selected for a specific 
purpose and the duties are only temporary. When 
the work is completed and nal report submitted, 
the committee automatically ceases to exist. 


Committee meetings may be informal, except in 
a large committee. Members need not rise to propose 
motions or to speak in debate. Motions need not 
be seconded. There is no limit to the number of 
times a member may speak on a motion, provided, 
of course, that other members are not denied similar 
rights. The Chair may speak to motions without 
leaving the chair. Discussions in committees are 
supposed to be confidential, the object of secrecy 
being to protect full and free expression of the feel- 
ing of the members. Only such matters as can be 
openly discussed before the entire organization should 
be mentioned in the report of the committee. In 
committee meetings it is advisable to keep a memo- 
randum for the use of the committee until its report 
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is completed. This may be done by the Chairman 
of the committee, or a secretary may be appointed. 

The purpose of reports is to inform the organiza- 
tion of the work entrusted to its officers and com- 
mittees. Ideally, they should not be lengthy but 
should contain a concise resumé of what was accom- 
plished, with recommendations, if any, at the end 
of the report. Committee reports should always 
be written in the third person. Reports may be 
signed by all the members of the committee. When 
the chairman is authorized to sign alone, the title 
“Chairman” appears on the report; otherwise the 
title is omitted. The use of the words “Respectfully 
submitted” preceding the signature is no longer 
customary. 

All reports should be read from the platform or 
near the president’s table. The reader should face 
the assembly so as to be distinctly heard. 

The proper disposition of a report depends upon 
its nature. If a report contains a narrative statement 
of the work done, no vote is necessary. It is handed 
to the secretary, and the Chair simply states that it 
will be filed. 

If the report contains a recommendation, the 
reporting member at the close of the reading, should 
move its adoption. Recommendations need not be 
seconded but it is customary in many organizations 
to do so. When the Chair has stated the question on 
the adoption of the recommendation or resolution, 
the matter under consideration is open to debate and 
amendment like any main motion. 

One of the most important of all committees in 
any organization is the Nominating Committee, and 
is considered next. 


Fourth—Responsibility of the Nominating Com- 
mittee 

I wish to stress the importance of using great 
deliberation in the selection of members to constitute 
the Nominating Committee. A Nominating Com- 
mittee may be either a Standing (year-around) Com- 
mittee, or a temporary Committee especially ap- 
pointed or elected in advance of an election of offi- 
cers. The year-around committee is preferable so 
that the members of the Nominating Committee may, 
by attending meetings regularly during the year, be 
in position to judge which of the members possess 
leadership ability. They will be able to determine 
which particular office these members are best able 
to fill by observing them throughout the year. The 
responsibility of the Nominating Committee is great 
and its importance to any organization should never 
be minimized. 
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Finally, in view of the leadership role which 
women have undertaken, a knowledge of correct 
parliamentary procedure would seem to be almost 
as useful to them as a knowledge of the home- 
making arts. In fact, it is a home-making art, be- 
cause all activities within the home should function 
more smoothly when basic principles of parlimen- 
tary law are applied. 

I consider the study of parliamentary law one 
of the most fascinating and rewarding subjects in 
adult educational programs. It is fascinating be- 
cause one is continually learning something new, 
and it is rewarding because it prepares one for lead- 
ership in many fields: in the church, in P.T.A., in 
club and civic work, and even in the political field. 

My first instructor of parliamentary law was Dr. 
Dera D. Parkinson, a woman of wonderful poise, 
graciousness and charm, who possesses more degrees 
in higher learning than any woman of my acquaint- 
ance. Mrs. Parkinson happily admits to having lived 
seventy interesting years but looks a very young sixty. 
She declares that the study of parliamentary law is 
a sure way to keep one young. 

We may conclude that good parliamentary pro- 
cedure is essential as a “First Aid” to any assembly 
in the dispatch of business, because it teaches Chris- 
tian common sense and courtesy in meetings. Its use 
will: 

First: Provide orderly procedure 

Second: Protect the rights of the minority, and 

Third: Express the will of the majority. 

Lucia K. EMLAw 
(Mrs. Maynard R.) 


Richmond 


In February, the Richmond Auxiliary held our 
Civil Defense meeting following luncheon at the 
Branch House. 

Speaker for the occasion was Mr. Harold L. 
Coleman, Administrative Assistant to Dr. W. R. 
Southward, Jr., who is in the Division of Chronic 
Disease Control and Chief of Emergency Medical 
Services, State Office of Civil Defense. 

Mr. Coleman outlined the framework of the or- 
ganization and the medical responsibilities of the 
local chief. Is any major emergency, the Public 
Health Department of the Commonwealth will be 
in charge, with private doctors responsible to the 
Department. Civil Defense is government, industry 
and people operating in an emergency. Its program 
is based on resources versus needs. 

Reminding us that a modern-day bomb would 
probably kill everything within a 5-mile radius and 
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bring destruction within a 28-mile radius, Mr. Cole- 
man pointed out that his department is working to 
equip areas throughout the State with supplies of 
food and medicine sufficient to support any adjacent 
stricken area. Particular attention has been given 
key areas that have hospitals with nearby college 
dormitories which could be converted into auxiliary 
hospitals with numbers of beds. 

This is a timely and sobering topic, and we left 
with a better understanding of the organizational 
efforts being made in the public’s behalf. 

Mrs. J. Henry HAWKINS 


Northern Neck 


The winter meeting of the Northern Neck Medical 
Auxiliary was held at Lowery’s Grill, Warsaw. Fol- 
lowing lunch, the business meeting was held in the 
home of Mrs. Paul Pearson, with the president, 
Mrs. Ames, presiding. 


An explanation for certain puzzling blood reac- 
tions in persons receiving transfusions or having 
babies has been suggested by one of the discoverers 
of the Rh factor. Writing in the February 14 Jour- 
nal of the American Medical Association, Dr. Alex- 
ander S. Wiener, in collaboration with Dr. Lester 
J. Unger, explained a new type of Rh reaction. 

The Rh factor is a protein substance found in 
most persons’ blood; however, some persons do not 
have substance and are said to be Rh-negative. If 
they receive blood containing the factor, they build 
antibodies (agents that fight foreign substances in 
the blood) against the Rh factor. This causes a se- 
rious reaction. Reactions may also occur in babies 
with the factor who are born of mothers without 
the factor. This condition is known as erythro- 
blastosis fetalis. 

Rh reactions have been thought to occur only 
between Rh-negative and Rh-positive blood in Rh- 
negative persons. Now, however, it has been found 
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New RH Blood Reaction 


Mrs. A. B. Gravatt announced the workshop 
which was held on February 10th in Richmond. 

Mrs. Lee Liggan, chairman of Research and Ro- 
mance of Medicine, reported that Virginia won first 
place on our Doctors Book (Biographies) at the 
Southern Medical Auxiliary meeting. We feel justly 
proud of our small group. 

Mrs. Motley Booker, Recruitment chairman, an- 
nounced a Future Nurses Club, consisting of thirty 
members, had been organized in Northumberland 
County. The group voted to make a monetary con- 
tribution to this wonderful club and to support it 
one hundred per cent. They are to be informed of 
the Student Loan Fund which was founded by one 
of our members, Mrs. Lee Liggan, during her regime 
as state president. 

VirGINIA Drewry McG. PEARSON 
(Mrs. 
Publicity Chairman 


that blood reactions can occasionally occur in Rh- 
positive persons. Rh-positive persons have been 
found to have antibodies against the factor that 
strongly resemble those found in Rh-negative per- 
sons. This “seeming paradox” is explained by the 
fact that there are at least four Rh factors in normal 
blood. If a person is missing one of the factors, he 
may react to blood containing the missing factor by 
developing antibodies against it. This knowledge 
may help solve some of the puzzling problems of 
erythroblastosis fetalis and transfusion reactions. 

They pointed out that the possibilities of such 
reactions are quite small, since only about 1.6 per 
cent of Rh-positive Negroes and only about 0.1 per 
cent of Rh-positive Caucasians would be missing 
any of the factors. 

Dr. Wiener is senior bacteriologist in the office of 
the Chief Medical Examiner of New York, and Dr. 
Unger is director of the blood bank at New York 
University Bellevue Medical Center. 
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President's Message 


PPLY a conscience-mirror to the medical profession. For the most part you 

will see practicing physicians as a dedicated group with honesty, integrity, 
skill, and a devotion to their profession. Ther main objective is acquisition of med- 
ical knowledge, relief and prevention of suffering, and the welfare of their patient. 
They have helped raise the nation’s health to that of the best. They are expert in 
what they do and are content to do it quietly and efficiently. 


But, in this mirror we can see some physicians overlooking their obligations to 
the public and to their profession. They do not choose to practice the Golden Rule. 
Fringe transgressions in public relations abound in their practice. There are also 
those who condone fee-splitting, over-charging, and unnecessary operations. Still 
fewer collaborate unethically with attorneys to increase their incomes from the mis- 
fortunes of others. As a group these physicians are trampling on the rights of the 
public. As individuals each professional status is unsound. None can face the mirror 
boldly. None can subscribe to his own professional Code of Ethics. The public expects 
better treatment. 


What to do to get these few physicians in line? Publicity first, and then discipline 
if necessary. Let full daylight shine on each misdoing. Let the public know the 
profession desires light on these dark methods. To maintain silence and never discuss 
such behavior is to foster its continuance. Dicipline is indicated when publicity 
does not stop such mistreatment of the public. The authority for discipline is in 
each county medical society. There is no other channel. This discipline must be 


activated through a member or committee of a county medical society. 


I repeat—there is no other channel. Someone is derelict. 


President 
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Curent Currontsa 


HEALTH CARE FOR OUR OLDER POPULATION is the subject of the following 
resolution adopted by the Council of The Medical Society of Virginia during its March 


meeting. All physicians are urged to give it the most careful study and consideration. 


We recognize the importance of adequately meeting the health needs of that seg- 
ment of the population aged 65 years and over. These needs must be provided at a 
cost in keeping with the modest resources or the low income that is the case with many 
of these individuals. The best medical care at the lowest cost can be provided, in our 
opinion, under a voluntary prepayment program. 


In the case of medically indigent in the aged group, the medical profession believes 
that it is the responsibility of the local political subdivision in which the individual 
resides to provide medical care when it is not otherwise obtainable. 


The medical profession, the Blue Cross and Blue Shield Plans and private indemnity 
companies, recognizing the importance of voluntary prepayment health coverage for 
those 65 and over, must work together to see that adequate medical care at the lowest 
possible cost is provided for as many as possible of those in this age group. On the 
basis of 1957 figures it is estimated that 38.6% of those aged 65 and over have some 


form of voluntary prepayment insurance. This compares with an estimate of 26% for 
1952. 


THEREFORE, BE IT RESOLVED that the Council of The Medical Society of Vir- 
ginia ask the members of the Society to continue their policy of providing medical 
service in keeping with the ability of the patient to pay, and particularly in the aged 
group, to recognize the importance of rendering services at the lowest possible cost. 


FURTHERMORE, BE IT RESOLVED that if coverage is provided for the aged 
group with a level of compensation which will permit the development of such in- 
surance and prepayment plans at a reduced rate, members of The Medical Society 
of Virginia be asked to accept the adjusted fees in payment for services rendered to 


those individuals with modest resources or low incomes. 


FURTHERMORE, BE IT RESOLVED that the Blue Cross and Blue Shield Plans of 
Virginia and the private indemnity companies domiciled in Virginia be asked to 
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study the need and to make available policies which will provide the necessary cover- 
age for the special needs of those 65 years of age and over at a cost commensurate 


with the modest resources or low income of this group. 


THE VIRGINIA CONFERENCE OF SOCIAL WORK, to be held at the Hotel Roa- 
noke from April 28-May 1, will feature A Multi-disciplined Study of the Treatment 


of the Alcoholic. Among the subjects to be discussed are ““Techniques in Medical Treat- 
ment and Social Work That Are Now Being Used and Explored” and “What Makes 
an Alcoholic Hard to Reach”. 


The Conference is open to physicians, social workers, clergymen, lawyers, and anyone 
actively engaged in working with alcoholics. The three sessions concerned with the al- 
coholic will be held on Tuesday afternoon, April 28, Wednesday morning and afternoon, 
April 29. 


THE RECORD BREAKING 1958 AMEF Fund of $1,133,654 was distributed to 


eighty-five medical schools at 4 special ceremony during the recent Congress on Med- 


ical Education and Licensure at Chicago’s Palmer House. The basic grant was $6,200 


for four-year schools and $3,100 for two-year basic science schools. 


STILL AVAILABLE are copies of the special edition of the AMA Journal devoted 


entirely to federal income tax problems of physicians. If you have lost or misplaced 


your copy of this very valuable guide, you may obtain another by writing the Law 
Division, American Medical Association, 535 North Dearborn Street, Chicago 10, Tlli- 


nois. 


GENERAL LEWIS B. HERSHEY, Director of the Selective Service System, has sug- 


gested that men not inducted into the Armed Services might be channeled into Civil 


Defense. In testimony before the Committee on Armed Services of the House of 
Representatives, the General stated that the civil defense is lagging and something closer 


to. compulsion is needed to make it effective. 


DID YOU KNOW that Pete Dawkins, captain of last year’s Army football team, suf- 


fered an attack of poliomyelitis at the age of 11? 


William O. Douglas, Justice of the Supreme Court, a vigorous mountain climber and 


world traveler, was at one time a victim of polio with both his legs paralyzed. « 
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Editorial.... 


Chest X-Rays During Pregnancy 


HERE IS MUCH CONFUSION concerning the use of chest x-rays in pregnancy 
and a little light should be most welcome. 


A recent communication from Dr. W. Edward Chamberlain who is Special As- 
sistant to the Chief Medical Director for Atomic Medicine is of interest and importance. 
Dr. Chamberlain is Professor Emeritus of Radiology, Temple University Medical 
School, Philadelphia. He is also a member of the Committee on Radiology, National 
Academy of Sciences, National Research Council, and a member of the Tuberculosis 
Control Advisory Committee, U. S. Public Health Service. Dr. Chamberlain has 
the following to say concerning the hazards of x-ray radiation to the mother and child: 


“The amount of radiation that reaches the uterus as a result of a properly conducted 
chest x-ray film procedure is extremely small. It is so small that it must be consid- 
ered to be far below the level at which there might be a possibility—even a remote 
possibility—of harmful effects upon a fetus at any stage of gestation. 


The concern which has been expressed by eminent scientists in recent years, con- 
cerning possible harm to the race from medical uses of x-ray, is based upon genetic 
considerations. Much thought has been given by many eminently qualified individuals 
to the problem of translating this concern and these genetic considerations into rules 
of conduct for those who govern or supervise the medical uses of x-ray. 


We will omit all reference to radiation therapy and limit ourselves to diagnostic 
x-ray procedures. Here the generally agreed-upon rules are as follows: 


1. When an x-ray examination is indicated it should be carried out. This is par- 
ticularly true when such examination consists of exposing a 14 x 17 chest film 
in a cassette equipped with double intensifying screens, because of the extremely 
small degree of exposure to scattered x-ray which is present in this type of 
examination, The gonads are outside of the direct x-ray beam and are there- 
fore exposed to indirect, “scattered” rays only. Under these circumstances the 
“indications” for the x-ray examination may be relatively slight or of a rou- 
tine nature. 


. In the case of procedures involving exposure of gonads to the primary beam 
(e. g., x-ray studies of the urinary tract, bony pelvis, etc.) the indications for 
x-ray study should be strong or relatively urgent. 


3. At all times the total exposure to radiation should be not more than is necessary 
for the production of the required, available diagnostic data. 


4. Rules 1, 2 and 3 above may be disregarded when the individuals involved are 
in age groups that are unlikely to produce offspring. (This last rule emphasizes 
the fact that the scientific concern regarding medical uses of x-ray is not based 
upon any possibility of harmful effects on the individuals.)” 


The Virginia State Board of. Health has adopted policies which are consistent with 
the above ideas. Every woman pregnant for the first time should have a chest x-ray 
to rule out tuberculosis and other abnormal chest conditions. A normal film within 
two or three years prior to delivery may suffice. 
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Every woman pregnant for the first time and whose x-ray is negative should have 
a tuberculin test well in advance of delivery. If the test is negative, it should be 
repeated with each pregnancy. Where this is not possible because of imminence of 
delivery a chest x-ray should be taken instead. 

In repeated pregnancies where the tuberculin tests are successively negative, addi- 
tional x-rays over and above the one taken in connection with the first pregnancy need not 
necessarily be taken. Those patients who have a positive tuberculin test should have 
a prenatal chest x-ray with each pregnancy, and in between pregnancies if the interval 
between pregnancies is long. Whenever a chest x-ray is ordered a 14 x 17 film should 
be used if possible. 


E. C. Drasn, M.D. 


Virginia’s Military Medicine 1861 - 65 


HE VIRGINIA CIVIL WAR CENTENNIAL COMMISSION has requested the 
Richmond Academy of Medicine to serve as the official portrayer of the military 


_ aspects of Virginia medicine during the War Between the States. Civil War Commis- 


sions have been formed or are in the process of being organized in all of the South- 
ern states and doubtless in many states in the North. Some have questioned the pro- 
priety of commemorating a national tragedy that cost more than a half million lives 
and left scars that are evident to this day. However, there are many lessons that may 
be learned to our advantage from those sad days of 1861-65. The Confederate sections 
of Hollywood or Oakwood cemeteries alone contain forty-thousand examples of will- 
ingness on the part of our forebears to defend their beliefs until death and this should 
not be forgotten in our materialistic world of today. It also is probably meet and 
proper that a century of peace between the two sections of the country should not pass 
unrecognized. 

Be that as it may, a committee is being formed by the Academy with represent- 
atives from The Medical Society of Virginia and the Medical College of Virginia 
in order that representative medical exhibits may be prepared. The choice of the 
Richmond Academy of Medicine doubtless was influenced by its location in the former 
capital of the Confederacy and by its proximity to the White House of the Confederacy 
which is situated directly across Clay Street. The wartime home of Jefferson Davis 
will attract thousands of out-of-state visitors during the four commemorative years 
and many of these will find their way into the nearby Academy building. The base- 
ment of the Academy no doubt will be used for exhibits as was done during the Rich- 
mond Bi-Centennial in 1937 and the Jamestown Medical Exhibit two years ago. 

Suggestions will be welcomed by the Committee as to what medical aspects of the 
period 1861-65 should be depicted. The physicians of Virginia are requested to notify 
the Editor of the Virginia Medical Monthly of available Confederate items’ which 
would be suitable for display. Medical letters, diaries, manuals, publications, hos- 
pital records, unusual war-time instruments—in fact anything that would throw addi- 
tional light on medical personnel, practices or results obtained in 1861-65 would be 
most desirable. 

Sufficient time is available for organizing a worthwhile display. The Academy must 
take advantage of this opportunity to prepare an exhibit or series of exhibits that will 
honor our military surgeons of a century ago. If this display is developed to its full 
potential it also will remind the visitors of the active roll played by physicians today 
and in doing so it will reflect credit on the entire membership of The Medical Society of 
Virginia. 


Harry J. WarTHEN, M.D. 
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Nens.... 


New Members. 


The following new members have been admitted 
into The Medical Society of Virginia since the list 
published in the March issue of the Monthly: 


Jack Kitchener Bentley, M.D., Dante 
William Paul Fletcher, M.D., Covington 
James Laster, M.D., Falls Church 

Walter Fitch Manley, Jr., M.D., Roanoke 
Benedict Nagler, M.D., Colony 

John Jennett Neal, Jr., M.D., Danville 
George Jeffries Oliver, Jr., M.D., Williamsburg 
Edgar Elliot Peltz, M.D., Newport News 
Hans H. Stroo, M.D., Roanoke 

Thomas Andrew Walker, M.D., Stony Creek 
William H. Yao, M.D., Hopewell 


Dr. Hogg New Councilor. 


Dr. Walter P. Adams, President of The Medical 
Society of Virginia, has appointed Dr. Paul Hogg, 
Newport News, as Councilor from the First District, 
to fill the unexpired term of Dr. Sheppard K. Ames, 
deceased. 


Dr. Williams Resigns. 


Dr. Carrington Williams, Sr., has resigned as 
clinical professor of surgery of the Medical College 
of Virginia, after serving for twenty years. 


David C. Wilson Lecture. 


On May 14th, Dr. William Malamud, President 
of the American Psychiatric Association and Re- 
search Director of the National Association for 
Mental Health, will present the first David C. Wil- 
son Lecture in Psychiatry at the University of Vir- 
ginia School of Medicine. 

This is the first of a series of lectures which has 
been established at the University in honor of Dr. 
Wilson, who was chairman of the Department of 
Neurology and Psychiatry there for 26 years, and 
has been professor of neurology and psychiatry for 
30 years. Upon his retirement as chairman in 1956, 
the David C. Wilson Society was established and 
this lecture is sponsored by this Society with the 
assistance of a grant from the Mona Bronfman 
Sheckman Foundation. 

The lecture is open to all members of The Med- 
ical Society of Virginia and other interested pro- 
fessional people. 
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Dr. Guy W. Horsley, Jr. 


Richmond, was guest speaker at the 70th Annual 
Session Mid-South Postgraduate Medical Assembly 
in Memphis, February 10-13. His subjects were 
Diagnosis and Treatment of Benign Lesions of the 
Breast and Treatment of Carcinoma of the Breast, 
Combining Surgery and Hormones. 


A.M.A. Annual Meeting 


Some 15,000 physicians will gather in Atlantic 
City, N.J., June 8-12 for the 108th annual meeting 
of the American Medical Association. 

The five-day convention—the largest medical 
meeting in the world—is being held in Atlantic City 
for the 16th time. The first meeting was held there 
in 1900. 

Doctors will have the opportunity to catch up 
on hundreds of aspects of a rapidly-changing med- 
ical world. This information will be presented in 
the form of scientific exhibits, lectures, motion pic- 
tures, panel dscussions, televised surgical procedures, 
and industrial exhibits. 

New medical research findings and methods of 
handling daily medical problems will be reported 
by 500 physicians in scientific papers or participa- 
tion in symposium and discussion groups. 

There will be over 300 scientific exhibits and a 
similar number of industrial exhibits on display at 
the famed Convention Hall. The latter group will 
be exhibited by pharmaceutical houses, medical 
equipment firms, and other manufacturers. 

The House of Delegates will meet throughout the 
week in the Traymore Hotel, headquarters for the 
meeting. First order of business for the House will 
be the selection of a physician to receive one of 
medicine’s highest honors—the Distinguished Serv- 
ice Award. He will be elected from three persons, 
whose names are submitted by the Board of Trustees. 
Nominees are screened by the Board from names 
submitted by the general membership. 

The opening session will be addressed by Dr. 
Gunnar Gundersen, La Cross, Wis., outgoing presi- 
dent, and his successor, Dr. Louis M. Orr, Orlando, 
Fla. 

For the fourth year, high school students who have 
won special A.M.A. awards in the National Science 
Fair will show their prize-winning work at the scien- 
tific exhibit. 

The annual film program will be highlighted by 
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the presentation of 60 medical motion pictures. 

The Woman’s Auxiliary to the A.M.A. will hold 
its meeting Tuesday through Thursday. Represent- 
atives of the 75,000 members—all doctor’s wives— 
will discuss their program in sessions at the Chal- 
fonte-Haddon Hall. 

Other sidelights of the meeting will be the special 
art exhibits including that of the American Physi- 
cian’s Art Association, and the 43rd annual Ameri- 
can Medical Golfing Association tournament. 

For advance hotel and meeting registration in- 
formation, contact the Convention Services Depart- 
ment, American Medical Association, 535 North 
Dearborn Street, Chicago 10, Illinois. 


Tissue Transplantation Grant. 

The Department of Surgery of the Medical Col- 
lege of Virginia has received a $20,000 grant for 
research in tissue transplantation. This was given 
by The Louis D. Beaumont Foundation of Cleve- 
land. Dr. Joseph Albright, an assistant research 
professor in surgery, will work on the project. 


Plaque to Dr. Bennett. 


A plaque paying tribute to Dr. Jesse Bennett, who 
performed the first successful Caesarean section, was 
unveiled in January at the Rockingham Memorial 
Hospital. The unveiling of the plaque culminated 
efforts on the part of Rockingham area doctors and 
the Rockingham Medical Society to verify histori- 
cally the long unreported operation and to honor 
Dr. Bennett. 


Unique Hobby. 


Dr. McKelden Smith, Staunton, has adopted the 
hobby of muskrat trapping, a sport which is being 
revived again in Augusta County. He has trapped 
eight muskrats and one mink so far this year. He 
preserves the furs and then has them made into 
stoles and neckpieces for his wife and mother. The 
mink caught this year is the fifth in his four years 
of trapping. 

Dr. Samuel H. Carter, Fort Defiance, also is a 
trapper. Since January 1st he has trapped forty- 
five muskrats. 


Dr. J. D. Hagood 

Has been nominated for Halifax County’s Dis- 
tinguished Citizen award of 1959. 
Dr. W. P. McGuire, 


Winchester, addressed the February meeting of 
the Turner Ashby Chapter of the United Daughters 
of the Confederacy. His topic was Doctors in Gray. 
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The Virginia State Orthopedic Society 

Will hold its annual scientific meeting in Arling- 
ton, April 10th and 11th. Dr. George Hollins, 
President, will preside. Dr. Joseph J. Bunim, Clin- 
ical Director of the National Institute of Arthritis 
and Metabolic Diseases, will be guest speaker. His 


topic will be Critical Evaluation of Corticosteroid 
Therapy. 


American Goiter Association. 


The 1959 meeting of this Association will be held 
in the Drake Hotel, Chicago, April 30 to May 2nd. 
The program for the three-day meeting will consist 
of papers and discussions dealing with the thyroid 


gland, its physiology, pharmacology, pathology and 
therapy. 


American Board of Obstetrics and Gynecol- 
ogy. 

The next scheduled examinations (Part 2), oral 
and clinical for all candidates will be conducted at 
the Edgewater Beach Hotel, Chicago, May 8-19. 

The deadline date for the receipt of new and re- 
opened applications for the 1960 examinations is 
August 1, 1959. Candidates may submit their ap- 
plications at any time before that date to Dr. Robert 
L. Faulkner, secretary-treasurer, 2105 Adelbert 
Road, Cleveland 6, Ohio. 


The American College of Chest Physicians 

Will hold its Silver Anniversary meeting at the 
Ambassador Hotel, Atlantic City, June 3-7. The 
scientific program will include prominent speakers 
on all aspects of heart and lung diseases. There will 
be a number of symposia, round table luncheon dis- 
cussions, postgraduate seminars, and motion pictures. 


The American Venereal Disease Association 
Will hold its annual meeting, April 27 and 28, 
in the Auditorium of Johns Hopkins Hospital, Bal- 
timore, in cosponsorship with the United States 
Public Health Service Tenth Annual Symposium on 
Recent Advances in the Study of Venereal Diseases. 
Henry G. Rudner, Sr. Award Contest. 

The American College of Gastroenterology has 
announced the establishment of an award contest 
for the best unpublished paper on research in gas- 
troenterology or an allied field. The ward is honor- 
ing Dr. Henry G. Rudner, Sr., Memphis, chairman 
of the Research Committee of the College and former 
chairman of the Board of Governors. 

This contest is open to all possessing the degree 
of Doctor of Medicine from a recognized medical 
school or university. All papers must represent orig- 
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inal work in gastroenterology or an allied field. The 
prize will be an award of $750.00 plus an additional 
$250.00 for traveling expenses to present the paper 
at the 24th Annual Convention of the College. 
Entries must be received no later than June 1, 
1959. Full information may be obtained from the 
College at 33 West 60th Street, New York 23. 


Virginia Society of Ophthalmology and Oto- 
laryngology. 

The combined clinical session and annual meeting 
of this Society will be held at the Monticello Hotel, 
Charlottesville, April 30, May 1 and 2. 

The guest speakers will be Dr. John Harry King, 
Jr., Washington, D. C.; Dr. Joseph A. C. Wads- 


Obituaries .... 


Dr. Austin Ingram Dodson, Sr., 


Prominent urologist of Richmond, died February 
21st, following injuries received as a victim of a 
mugging-robbery. He and Mrs. Dodson were attend- 
ing a concert at The Mosque and he had parked his 
car and was walking through the park on his way 
to join her when he was attacked. He was struck on 
the head several times and never gained conscious- 
ness. 

Dr. Dodson was a native of Pittsylvania County 
and sixty-seven years of age. He was a graduate of 
the Medical College of Virginia in 1916. He was 
head of the urology department at the College. Dr. 
Dodson was the author of a textbook on urology 
which has come to be regarded everywhere in this 
country as a basic manual. He was on the staffs of 
St. Elizabeth, St. Luke’s and the Memorial Hospitals. 

Dr. Dodson was a member of many professional 
organizations, both national and international. He 
was a past president of the Mid-Atlantic American 
Urological Association and also of the Alumni As- 
sociation of the Medical College of Virginia. He was 
an active member of The Medical Society of Virginia, 
having joined in 1920. 

Dr. Dodson is survived by his wife and two sons. 
One son is Dr. Austin I., Jr., who was in practice 
with his father. 


Dr. Harry Gilman Hudnall, 


Prominent physician of Covington, died Febru- 
ary 20th, following an illness of more than two 
months. He was fifty-two years of age and a gradu- 
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worth, New York; Dr. Bruce Proctor, Detroit; and 
Dr. Francis L. Weille, Boston. 

Dr. Calvin T. Burton, Roanoke, is president, and 
Dr. M. K. Humphries, Jr., Charlottesville, secretary- 
treasurer. 


Wanted. 


1. Male Psychiatrist, under 50 years, Diplomate 
or Board eligible, to direct privately operated out- 
patient clinic in city of 75,000. Salary: $16,200- 
$18,000 per annum and commission factor up to 
$7,000. 2. Same prerequisites in location smaller 
area; guaranteed salary: $22,500-$25,000. 

‘Write #625, care the Virginia Medical Monthly, 
4205 Dover Road, Richmond 21, Virginia. (Adv.) 


ate in medicine from the University of Virginia in 
1931. Dr. Hudnall had practiced in Covington 
for many years before he was appointed to the med- 
ical staff of the Veterans Hospital in Roanoke, a 
position he held at the time he was taken ill. He 
was in service during World War II, serving as a 
captain in the medical corps and serving overseas 
in the European Theatre with the 104th Evacuation 
Hospital. 

Dr. Hudnall was a former president of the Alle- 
ghany-Bath Medical Society and also the Valley 
Medical Association. He had been a member of The 
Medical Society of Virginia for twenty years. 

His wife and three sons survive him. 


Dr. Frank Hopkins, 


Hot Springs, died February 28th, at the age of 
eighty-seven. He received his medical degree from 
the University of Pennsylvania in 1895. Dr. Hop- 
kins had practiced in Hot Springs until his retire- 
ment several years ago. He was a Life Member of 
The Medical Society of Virginia, having joined in 
1896. 

Dr. Hopkins is survived by two sons and a daugh- 
ter. A son is Dr. Read Hopkins of Lynchburg. 


Dr. Jerome Natt, 


Roanoke, died of a heart attack while playing 
golt on February 22nd. He was fifty-one years of 
age and graduated from the State University of New 
York College of Medicine in 1933. Dr. Natt had 
practiced in Roanoke since 1935. He was a past 
president of the Roanoke Council for Retarded 
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Children and was an honorary member of the Bram- 
bleton Junior Woman’s Club, having been named 
because of his interest in mentally retarded children. 
He was also a member of the Optimist Club. Dr. 
Natt had been a member of The Medical Society 
of Virginia since 1946. 

His wife, two sons and a daughter survive him. 


Dr. Isaac Wickham Cunningham, 


Richlands, died November 26. He was eighty 
years of age and a graduate of the Medical College 
of Virginia in 1909. Dr. Cunningham was on the 
staff of the Mattie Williams Hospital. He had been 
a member of The Medical Society of Virginia for 
forty-five years. 


Dr. Taliaferro. 


Dr. Robert Milton Taliaferro, truly the Dean of Lynch- 
burg Physicians, died at his home November 26, 1958. He 
was engaged in the general practice of medicine from 
1901 to 1953, at which time he retired because of his 
health. 

He graduated from the Medical College of Virginia 
in 1897, later attending Medical Clinics in London, Eng- 
land, and the Mayo Clinic in Rochester, Minn. 

He first practiced in Pamplin, Virginia. In 1905, four 
years after coming to Lynchburg, he was associated with 
Dr. Rawley Martin. Later, he was associated with Dr. 
T. Erle Rucker, until Dr. Rucker’s death. 

Dr. Taliaferro was a member of the Lynchburg Acad- 
emy of Medicine, The Medical Society of Virginia, the 
American and Southern Medical Associations, holding an 
honorary membership in the latter. 

In addition to having a very busy private practice, Dr. 
Taliaferro was, for several years, Surgeon for the Nor- 
folk and Western Railway, and for 41 years, until his 
retirement, was physician for the Lynchburg Jail. Upon 
his retirement, Judge S. DuVal Martin paid tribute to his 
“long, kindly and excellent service”. 

We, who had the privilege of knowing “Robbie”, as 
he was affectionately called, as well as the benefits of his 
wise counseling, deeply mourn the loss of one of our truly 
great family doctors. 

THEREFORE, Be It Reso.vep by the Lynchburg Academy 
of Medicine, that we desire a copy of these resolutions 
become a part of the minutes of the Lynchburg Academy 
of Medicine and request a copy be sent to the immediate 
family and to The Medical Society of Virginia. 

Joun Wyatt Davis, M.D., Chairman 
D. P. Scott, M.D. 
Simon RosENTHAL, M.D. 


Dr. Ames. 


Wuereas God in His infinite wisdom has seen fit to 
remove from us the physical embodiment of our friend 
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and fellow physician, Dr. Sheppard Kellam Ames, and; 

Wuereas We have known him for over thirty years as 
an individual endowed with exceptional characteristics, 
among which were his love of beauty as expressed through 
his roses, his love of family as seen in his home, his 
love of man as demonstrated in his professional life, and 
his harmony with the medical fraternity both on the 
Eastern Shore and in The Medical Society of Virginia; 

THEREFORE, BE IT ResOLVED That we have suffered a 
great loss in his going, and that we shall miss his kindly 
expressions of wisdom; and, 

Be It FurTHer Reso_vep That this expression of our 
loss be made a part of the minutes of the Northampton 
County Medical Society, a copy be sent to the Virginia 
Medical Monthly, and a copy to his family. 


Joun R. Hamitton, M.D., Chairman 
H. L. Denoon, Jr., M.D. 
W. C. HENpERson, M.D. 


Dr. Holland. 


Wuereas Almighty God in His Infinite Wisdom didst 
remove from our midst our loyal friend and co-worker 
in the Art of Healing, John Gill Holland, M.D. on De- 
cember 24th, 1958, the Lynchburg Academy of Medicine 
requests that the following resolutions be spread upon 
the minutes of its meetings and that a copy be sent to 
his family, to the Virginia Medical Society, the American 
Academy of Ophthalmology and Otolaryngology and to the 
Virginia Society of Ophthalmology and Otolaryngology, of 
which he was a member. 

Be It THEREFORE ResoLvep That the Lynchburg Acad- 
emy of Medicine, his co-workers, the other medical 
societies of which he was a member, and the City of 
Lynchburg and his close personal friends have lost one 
whose character, as evidenced by the high ideals with 
which he practiced his profession, was outstanding in 
every respect; one who may be replaced, but whose place 
will never be taken in our hearts. 

Be It Atso Known That during his whole professional 
career he rendered that service to the patients, hospitals 
and physicians of this community and a large surrounding 
area with an idealism and faithfulness to the truth and 
to the unbounding welfare of all who came under his 
care. 

Be It Atso Known That Dr. Holland’s management of 
relations with his fellow physicians and maintenance of 
professional duties during recent months, under circum- 
stances that to some might be insurmountable, gives us 
pause for thought and admiration, and stands as evidence 
of his high ideals and personal courage. 

Be It FurTHER Known That his loyalty to his friends 
has left an everlasting imprint upon all who came to love 
and know him closely. 


J. E. Haynswortu, M.D., Chairman 
James R. Gorman, M.D. 
GeorceE B. Crappock, M.D. 
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CONTROL 


VERTIGO, DIZZINESS... 
AND 
ELEVATE THE 


with Dramamine-D 


brand of dimenhydrinate with dextro-amphetamine sulfate 


“Disturbances of balance resulting from vestibular disorders have long been known to lead 
to severe anxiety.”’* 


Vertigo—whether of organic or functional origin—tends to leave depression in its wake. 
Dramamine-D is a therapeutic combination designed for treatment of the entire vertigo- 
reaction syndrome. Each tablet contains dimenhydrinate (50 mg.) to control dizziness, 
and dextro-amphetamine sulfate (5 mg.) to elevate the mood. 

*Pratt, R. T. C., and McKenzie, W.: Anxiety States Following Vestibular Disorders, Lancet 2:347 (Aug. 16) 1958, 


® 
D ra mam i n e available as tablets, ampuls, liquid, suppositories 


Research in the Service of Medicine Ba aims 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. . 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a°compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ga. 


VIRGINIA MepicaL MontHLY 


— 
| 
| 
| 
\ 
| | 
54 
| 


Sophia & Fauquier Sts. 


RIVERSIDE CONVALESCENT HOME 


Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 


rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 
$40.00 to $75.00 per week 


A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational 
and recreational therapy—for nervous 
and mental disorders and problems of 
addiction. 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone EL 9-5701 


Staff PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
Medical Director 


THOMAS F. COATES, M.D., Associate 
JAMES K. HALL, JR., M.D. Associate 


ELIZABETH B. PARSONS, Clinical 
Psychologist 


R. H. CRYTZER, Administrator 
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SAIN 


PRIVATE PSY 
RADFO 


James P 


Daniel D. Chiles, M.D. 
Clinical Director 


Clinical Psychology: 
Thomas C, Camp, Ph.D. 
Artie L. Sturgeon, Ph.D. 


Don Phillips, Administrator 


525 Bland 
David 


James K. Morrow, M.D. 
Clara K. 


Bluefield Mental Health Center 


T ALBANS 


CHIATRIC HOSPITAL 
RD, 


SSSSSS 


STAFF 
. King, M.D., Director 


William D. Keck, M.D. 
J. William Giesen, M.D. 
Internist (Consultant) 


AFFILIATED CLINICS 


Beckley Mental Health Center 
207% McCreery St. 
Beckley, W. Va. 

W. E. Wilkinson, M.D. 


Dickinson, M.D. 


St., Bluefield, W. Va. 
M. Wayne, M.D. 


Medicine: 
Manrrep Catt, III, M.D. 
M. Morris Pinckney, M.D. 
ALEXANDER G. Brown, III, M.D. 
Joun D. Catt, M.D. 


Frank M. Branton, M.D. 
Joun W. PoweLL, M.D. 
Obstetrics and Gynecology: 

Wa. Durwoop Succes, M.D. 
Spotswoop Rosrns, M.D. 

Davin C. Forrest, M.D. 
Orthopedics: 

Bevertey B, Crary, M.D. 

James B. Datton, Jr., M.D. 
Pediatrics: 

P. Mancum, M.D. 

Epwarp G. Davis, Jr., M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 
Anesthesiology: 
B. Moncure, M.D. 
Owen, Jr., M.D. 


STUART CIRCLE HOSPITAL 


413-21 Sruart CIRCLE 
RICHMOND, VIRGINIA 


WynpuHam B, BLantTon, Jr, M.D. 


Surgery: 

A. STEPHENS GRAHAM, M.D. 

CuHartes R. Rosins, Jr., M.D. 

CARRINGTON WILLIAMS, M.D. 

RicHarp A. Micnaux, M.D. 

CARRINGTON WILLIAMS, JR., M.D. 

ARMISTEAD M. M.D. 
Urological Surgery: 

FRANK Pore, M.D. 
Oral Surgery: 

Guy R. Harrison, D.D.S. 
Plastic Surgery: 

Hunter S. Jackson, M.D. 
Roentgenology and Radiology: 

Frep M. Hopnces, M.D. 

L. O. Sneap, M.D. 

Hunter B. Friscuxkorn, Jr., M.D. 

C. Barr, M.D. 
Pathology: 

James B. Roserts, M.D. 
Physiotherapy: 

Miss ETHELEEN DALTON 
Director: 

Cuartes C, Houcu 
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Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 


STAFF 
Dr. Elbyrne G. Gill 
Dr. Houston L. Bell 
Dr. Ronald B. Harris 


RESIDENT STAFF 
Dr. D. K. Harmon 
Dr. P. J. Starr 
Dr. J. R. Van Arsdall 
Dr. C. B. Foster 


Doris L. Janes, B. S., O. D. 
(Orthoptics and Contact Glasses) 


A Medern Fireproof Hospital, Specially De- 
signed and Equipped for the Medical and Sur- 
gical Care of Ophthalmology, Otolaryngology, 
Facio-Maxillary Surgery, Bronchoscopy and 
Esophagoscopy. 

Complete Laboratory and X-Ray Equipment. 

Physicians and Graduate Nurses in Constant 
Attendance. 

The Hospital offers a combined residency of 
four years to a graduate of an improved medical 
school, who has had an internship of at least 
one year in an approved hospital. 

For further information, address 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 


RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- | 
ing Laryngeal Surgery, Bronchoscopy and 


Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


ADDRESS: JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 
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ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Medicine 


HUNTER H. McGUIRE, M.D. 
MARGARET NOLTING, M.D. 


JOHN B. CATLETT, M.D. 
ROBERT W. BEDINGER, M.D. 


Orthopedic Surgery 


JAMES T. TUCKER, M.D. 
BEVERLEY B. CLARY, M.D. 


EARNEST B. CARPENTER, M.D. 


JAMES B. DALTON, JR., M.D. 


Neurology 
RAYMOND A. ADAMS, M.D. 


General Surgery 


WEBSTER P. BARNES, M.D. 
JOHN H. REED, JR., 


JOHN ROBERT MASSIE, IR., M.D. 


JOSEPH W. COXE III, M.D. 
Dental Surgery 

JOHN BELL WILLIAMS, D.D.S. 
Urology 


CHAS. M. NELSO 
AUSTIN I. DODSON, MR, M.D. 


Pediatrics 
HUBERT T. DOUGAN, M.D. 


Treasurer: RICHARD J. JONES, BS., C.P.A. 


Free Parking for Patrons 


Obstetrics 


W. HUGHES EVANS, M.D. 
W. H. COX, M.D. 


Bronchoscopy 
GEORGE AUSTIN WELCHONS, M.D. 


Roentgenology 


JESSE N. CLORE, JR., M.D. 
STUART J. EISENBERG, M.D. 


Pathology 


J. H. SCHERER, M.D. 
JOHN L. THORNTON, M.D. 


Anesthesiology 
HETH OWEN, JR., M.D. 


WILLIAM B. MONCURE, M.D. 
BEVERLY JONES, M.D. 


Appalachian Hall -« 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, 


drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 


laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for clasification of patients, rooms single or en suite. 
Wm. Ray GnriFFIN, Jjr., M.D. 
Rosert A. GRriFFIN, JR., M.D. 


EsTABLISHED 1916 


Asheville, North Carolina 


Mark A. GrirFIn, SR., M.D. 
Mark A>: GriFFIN, Jr., M.D. 


For rates and further information write APPALACHIAN HALL, AsnHevitte, N. C. 
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ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA | 


ESTABLISHED 1912 


Austin I. Dopson, M.D. Guy W. Horsey, M.D. Douctas G. CHAPMAN, M.D. 
Urology General Surgery and Gynecology Internal Medicine 

Austin I. Dopson, Jr., M.D. Etmer S. Ropertson, M.D. 
Urology James T. GIANOULIs, M.D. Internal Medicine 


J. Epwarp Hitt, M.D. 


General Surgery and Gynecology 
Urology 


T. E. Stantey, M.D. 
Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 
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If she needs nutritional support... she deserves 


GEVRAL 


Vitamin- Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY Qaterte) 
Pearl River, New York 
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JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


- JUST ONE TABLET DAILY 
: provides therapeutic levels ... for 24 hours... 
with low incidence of sensitivity reactions ... 


A MODERN GENERAL HOSPITAL WHENEVER SULFAS ARE INDICATED ® 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


idazine Lederie 


0.5 Gm. TABLETS /NEW ACETYL PEDIATRIC SUSPENSION 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Peari River, New York 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 
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TUCKER HOSPITAL Inc. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 
Dr. GEORGE S. FULTZ, JR. DR. AMELIA G. Woop Dr. ROBERT K. WILLIAMS 


© “Understanding Care” @ 


* Skilled Nursing Care for Your Elderly and Chronic Patients 


AGED * CHRONICALLY ILL * INVALIDS * CONVALESCENTS 


y Each Guest Under Care of His Own Doctor. —— 
24 hours daily care in a specifically built TELEPHONE Private and Semi-Private Rooms with 


52 Bed Nursing Home. Registered, grad- baths. Rates from $55 to $75 weekly 
uate nurse, and Res. M.C.V. Extern super- MI 3-2777 for Bed, Board and General Nursing. 
vision. Trained Dietitian and orderly. 9 minutes from any Local Hospital. 


Wri Phone 2112 Monteiro Ave. 
Bernard Mason, Adm. TERRACE HILL NURSING HOME 22, Vs. 


LY 


@ Kidde ATMO Fire Detection System Equippede 
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CHOICE OF THE MEDICAL 
SOCIETY OF VIRGINIA 
FOR PROFESSIONAL 
LIABILITY INSURANCE 


Virginia Head Office 
721 American Building 
Richmond 4, Virginia 
Phone Mi 3-0340 


provides therapeutic levels ... for 24 hours... 
with low incidence of sensitivity reactions ... 
WHENEVER SULFAS ARE INDICATED 


KYNEX 


Sulfamethoxypyridazine Lederle 


0.5 Gm. TABLETS / NEW NEW ACETYL PEDIATRIC SUSPENSION 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Peari River, New York 
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The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will be held at the Richmond 
Hotel, Richmond, Virginia, June 17, 1959. The 
examinations will be held in the Gray’s Armory, 
June 18-20, inclusive. All applications and other 
documents pertaining to the examinations or 
to matters to be discussed by the Board must be 
on file in the Secretary’s office on or before May 
27, 1959. The Secretary of the Board is Dr. K. 
D. Graves, 631 First Street, S. W., Roanoke, 
Virginia. 


BRADLEE MEDICAL BUILDING 
Adjacent to Bradlee Shopping Center 
Now Leasing—Open Fall 1959 


Just off Shirley Highway in Virginia’s highest- 
density population area, within a half mile of 
two major hospitals. Custom suites for doctors 
and dentists at moderate rentals. 


Agents: WEISSBERG BROS. REALTY 
404 Radio Building 
Arlington 1, Virginia 
JAckson 5-0606 
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in very special cases 
a very superior brandy... 


specify 


HENNESSY 


COGNAC BRANDY 
84 Proot | Schieffelin & Co., New York 


Discriminating 
Eye Physician 


Depend on the Services of a 
Guiid Optician 


Lynchburg, Virginia 


A. G. JEFFERSON 


Ground Floor Allied Arts Bldg. 


Exclusively Optical 
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ACCELERATE THE 
RECOVERY 
PROCESS WITH 


STREPTOKINASE.STREPTODORNASE 


. 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 


Pearl! River, New York 


ANKLE 
SPRAINED 
OF 


*Req U.S. Pat Off 
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“ULCER CONTROL 


all day 


NEW 


DARICON 


oxyphencyclimine hydrochloride 
TABLETS 


patient comfort 


Natural Prolonged Action-The action of DARICON, a more potent and better tolerated anticholinergic, is 

consistently prolonged because it has a unique chemical structure and is not dependent on “mechanical” 

means (e.g., special coating, adsorption on ion-exchange resin). 

In addition to peptic ulcer, DARICON is also indicated for other gastrointestinal disorders characterized by 

hypersecretion, hypermotility and spasm (e.g., functional bowel syndrome, chronic nonspecific ulcerative 

colitis and biliary tract disease). 

Dosage: 10 mg. b.i.d. (morning and evening), Supply: Tablets, 10 mg., white, scored. Bottles of 60 and 500. 

*Trademark 

Science for the world’s well-being 

PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. ¥. 


EVEN REFRACTORY CASES RESPOND 
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Each antivert tablet contains: 

Meclizine (12.5 mg.)—most effective anti- 
histaminic to control vestibular dysfunc- 

| tion. 

‘Nicotinic acid (50 mg.)—the drug of choice 
for prompt vasodilation.** 


Advantage of ‘‘dual therapy” confirmed: 
Menger found ANTIVERT “improved or con- 


trolled symptoms in virtually 90% of ver- 
tiginous patients.””* 


VoLuME 86, APRIL, 1959 


Indications: Meniere’s syndrome, arteriosclerotic 
vertigo, labyrinthitis, and streptomycin toxicity. Also 
effective in recurrent headache, including migraine. 
Dosage: one tablet before each meal. 
Supplied: bottles of 100 blue-and-white scored tab- 
lets. Prescription only. 
References: 1. Charles, C. M.: Geriatrics 2:110 (March) 
1956. 2. Menger, H. C.: Clin. Med. 4:313 (March) 1957. 
3. Shuster, B. H.: M. Clin. North America 40: 1787 
(Nov.) 1956. 

Division, Chas. Pfizer & Co., Inc. 

New York 17, N. Y. 

Science for the world’s well-being 
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ELECTIVE AND TRAUMATIC 


use 
XYLOCAINE® uci so_uTIoNn 


(orang of lidocaine") 


as a local or topical anesthetic 


Xylocaine is routinely fast, profound and well tol- 
erated. Its extended duration insures greater 
postoperative comfort for the patient. Its 
potency and diffusibility render reinjec- 

tion virtually unnecessary. It may be in- 


filtrated through cut surfaces permitting 


pain-free exploration and longer suturing time. — 


ae ASTRA PHARMACEUTICAL Propucts, INC., WORCESTER 6, MASSACHUSETTS, U. S. A. 


+ warts; moles; sebaceous cysts; benign tumors; wounds; lacerations; biop- 
sies; tying superficial varicose veins; minor rectal surgery; simple frac- 
tures; compound digital injuries (not involving tendons, nerves or bones) 


*u.s. PAT. NO. 2.441.496 MADE IN U.S.A. 


Complete 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklete—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Acquaint us with your requirements. We serve you efficiently and economically. 


Dial MI 3-1881 
WILLIAMS PRINTING CO. 
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PROCESS WITH 


STREPTOKINASE-STREPTODORWASE LECERLE 


2 


*Reg US. Pat. Off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 
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The American Way 


is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our 
time in educating and 
learning; and our money 
in good citizens and fine 
institutions. 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards .. . one that combines 
the hospitality and charm of the old 
and the convenience and comfort of 
the new. 


Jobn Marshall William Byrd 
King Carter Richmond 
Richmond Hotels Incorporated 


Marvin Pierce Rucker, M.D. 


His Selected Writings 


Here, under one cover, are the pen 
profiles and floral eponyms which have 
become the hallmark of this beloved 
physician. 

Beautifully bound, this volume will 
be a welcome addition to any library— 


the perfect gift for that special occa- 


sion. 

Order your copies at $7.50 each from 
the Johnston-Willis Hospitality Shop, 
Richmond, Virginia. 
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Whenever 
' the diet is faulty, 
the appetite poor, 
or the loss of food 


is excessive 


through vomiting 
or diarrhea— 


Valentine’s 
MEAT EXTRACT 


stimulates the appetite, 
increases the flow of 
digestive juices, 
provides: supplementary 
amounts of vitamins, min 
and soluble proteins, 
extra-dietary vitamin By, 

protective quantities of 

3 Sy potassium, in a palatable and 
assimilated form. 


Debilirating 


Supplied in bottles of 2 or 6 fluidounces. 


| Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
dotassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 


JUST ONE TABLET DAILY 


with low incidence of sensitivity reactions . 
WHENEVER SULFAS ARE INDICATED 


KYNEX 


Sultamethoxypyridazine Lederie 


0.5 Gm. TABLETS /NEW A ACETYL PEDIATRIC SUSPENSION 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Peart River, New York 


<A Good Brey in 
Dublic Relations 


Place it in your reception room 


Today’s Health is published for 
the American Family by the 
American Medical Association, 535 
N. Dearborn St.—Chicago 10, Illinois 


ription order to a member of 


Society Woman’s Auxiliary, ; 
can give y you Special Reduced Rates. 
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IN URTICARIA AND PRURITUS 


— DRO 


A PSYCHOTHERAPEUTIC ANTIHISTAMINE 


(as designated by A.M.A. Council on Drugs, 1958) 


SPECIFIC ANTIHISTAMINIC ACTION in the treatment of a variety 
of skin disorders commonly seen in your practice. 
“While some of the tranquilizers are only partially effective as far as 
antiallergic activities are concerned... {hydroxyzine] has been found, 
by comparison, to be the most potent thus far.. .’’! 


“The most striking results were seen in those patients with chronic 
urticaria of undetermined etiology.” 


PLUS 


PSYCHOTHERAPEUTIC POTENCY forthe relief of anxiety and tension. 
The psychotherapeutic effectiveness of hydroxyzine (VISTARIL) was 
confirmed in a series of 479 patients suffering from a wide variety of 
dermatoses, including atopic dermatitis, neurodermatitis, psoriasis, 
lichen planus, nummular eczema, dyshidrosis, pruritus ani and vulvae, 
and rosacea. “Adverse reactions were minimal.’ 


RECOMMENDED ORAL DOSAGE: 50 mg. ¢.i.d. initially; adjust ac- ] 
cording to individual response. 


VISTARIL Capsules: 25 mg., 50 mg., 100 mg. 

VISTARIL Parenteral Solution: 10 cc. vials and 2 cc. Steraject® Car- 
tridges. Each cc. contains 25 mg. hydroxyzine (as the HCl). 
REFERENCES: 


1, Eisenberg, B. C.: Clinical Medicine 5:897-904 (July) 1958. 
2. Feinberg, A. R., et al.: J. Allergy 29:358 (July) 1958. 
3. Robinson, H. M., et al.: So. Med. J. 50:1282 (Oct.) 1957. 


Science for the world’s well-being 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 
*Trademark 
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e SUCCINYLSULFATHIAZOLE—NEOMYCIN SUSPENSION WITH PECTIN @ KAOLIN 
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regardless 
etiology 


ep merck SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Cremomycun is a trademark of Merck & Co., Inc. 
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CHRONIC 


DERMATITIS? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


STREPTOKINASE-STREPTODORNASE LEDER 
*Reg. U.S. Pat. Off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River. New York 
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Of special 
significance 
to the 
physician 
is the symbol 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is akkaloidally 
standardized, and therefore of 


unvarying activity and quality. 


When the physician writes “DR” 
(Davies, Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 
assured that this “quality” tablet 
is dispensed to his patient, 


Rx Tablets Quinidine Sulfate Natural 
0.2 Gram (or 3 gfains) 
Davies, Rose 


Clinical samples sent to physicians on request 


Davies, Rose & Company, Limited 
Boston 18, Mass. 
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) ou take it for granted that today’s medical instru- 


mentation is basically accurate and reliable. But 


beyond these expected fundamentals, the dependability — 


usefulness —and convenience of any instrument 


depends almost wholly on how much the instrument 


+++ TRUE ECG PORTABILITY 


« « VECTORCARDIOGRAPHY 


manufacturer knows of your needs and how well he 
has applied this knowledge. For more than 40 years, 


Sanborn Company has asked the general practi- 
tioner and medical school teacher... the cardiologist 


and researcher . . . the industrial physician and clini- 
cian, what they particularly need for greatest usefulness 


PHONOCARDIOGRAM 


sae eee and value in diagnostic and research instrumenta- 


tion. The instruments shown here are typical Sanborn 


+» ECG MONITORING answers to these needs .. . exemplified in the field 


DURING SURGERY 


of cardiography by the Model 300 Visette—the first 
ECG to make ‘‘18-pound portability’’ a practical 


reality. Since its introduction less than two years ago, 


the Visette has literally become the ‘‘travelling 


++ MULTI-CHANNEL 
RESEARCH 
RECORDING 


diagnostic companion”’ of over 4000 of your colleagues. 


When you choose any instrument to provide you 


with information for diagnosis and research, consider 


the instrument’s background and past — as a good 


gauge of its future value to you. Sanborn Company, 


Medical Division, 175 Wyman Street, Waltham 54, 
Massachusetts. 


«++ HEART SOUND 
TAPE RECORDING 


SANBORN COMPANY 


Beruespa Branch Office 8118 Woodmont Ave. 
Oliver 6-5170 and 6-5171 


Ricumonp Resident Representative 301 E. Franklin St., Milton 9-1108 
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new for total 
Management 


of itching. 


Dermatitis repens {with staph 
and monilia! 7 weeks duratior 


lesions 


Kenalog, Spectrocin and Mycostatin in Plastibase g 


ointment 


antipruritic /anti-inflammatory /antibacterial/antifungal 
nkle—5 years duration 


Mycolog Ointment — containing the new superior topical corticoid Kenalog — re- 
duces inflammation,** relieves itching,** and combats or prevents bacterial, 
monilial and mixed infections.*” It is extremely well tolerated, and assures a rapid, 
decisive clinical response for most infected dermatoses. 


“Thirty-one of 38 patients . . . obtained excellent or good contro! of dermato- 
logical lesions . . . [Mycolog] was highly effective, particularly in the man- 


| 

agement of mixed infections. Several recalcitrant eruptions which had not 8 
responded to previous therapy were remarkably responsive to the daily @ 
application of this preparation over periods of 2 to 3 weeks.”* 

For total management of itching, inflamed, infected skin lesions, Mycolog contains 2 


triamcinolone acetonide, an outstanding new topical corticoid for prompt, effective 
relief of itching, burning and inflammation** — neomycin and gramicidin for power- 
ful antibacterial action’ — and nystatin for treating or preventing Candida (Monilia) : 
albicans infections.** 


Application: Apply 2 to 3 times daily. Supply: 5 Gm. and 15 Gm. tubes. Each gram supplies 1.0 mg. (0.1%) triam. 
cinolone acetonide, 2.5 mg. neomycin base, 0.25 mg. gramicidin, and 100,000 units nystatin in prastiease. 
References: 1. Sheimire, J.B., Jr: Monographs on Therapy 3:164 (Nov.) 1958.- 2. Nix, T.E., Jr., and Derbes, V.J.; 
Monographs on Therapy 3:123 (Nov.) 1958. - 3. Robinson, R.C.V.: Bull. School of Med., U. Maryland 43:54 (July) 
1958. - 4. Sternberg, T.H.: Newcomer, V.D., and Reisner, R.M.: Monographs on Therapy 3:115 (Nov.) 1958. + 5. 
Clark, R.F., and Hallett, J.J.: Monographs on Therapy, 3:153 (Nov.) 1958. - 6. Smith J.G., Jr.; Zawisza, R.J., and 
Blank, H.: Monographs on Therapy, 3:111 (Nov.) 1958. - 7. Monographs on Therapy, 3:137 (Nov.) 1958. - 8. 
Howell, C.M., Jr.: North Carolina M.J. 19:449 (Oct.) 1958. - 9. Bereston, E.S.: South. M.J. 50:547 (April) 1957. 
And whatever the topical corticoid need, a suitable Squibb formulation is available—Kenalog-S Lotion—7¥% cc 
plastic squeeze bottles. Each cc. supplies 1.0 mg. (0.1%) triamcinolone acetonide, 2.5 mg. neomycin base and 
0.25 mg. gramicidin. Kenalog Cream, 0.1%—5 Gm. and 15 Gm. tubes. Kenalog Lotion, 0.1%—15cc. plastic squeeze 
‘ bottles. Kenalog Ointment, 0.1%—5 Gm. and 15 Gm. tubes. 


Squibb Quality — the Priceless ingredient 


ANO ‘REMALOG’ ARE SQUIG® TRADEMARKS 


VoLUME 86, AprRIL, 1959 73 


inflamed 
i 
Cleared in 5 days * 


| 
* 
2, 
| 

| t 


new erythromycin suspension 


ERYTHROCIN 


Ethyl Succinate 


ORAL SUSPENSION 


a new derivative of erythromycin designed especially for children 


Never a flavor like this in an antibiotic suspension 


A new achievement in pharmaceutical elegance—a ready-mixed stable suspension’ s@ sweet and good 


you can’t tell it’s “medicine.” No bitterness, no unpleasant aftertaste—just pure, sweet citrus flavor. 


Never an antibiotic better proved against everyday coccal infections 
After millions of prescriptions, an unexcelled safety record. High, peak blood levels within one 


hour—plus nearly 100% effectiveness against coccal infections. And, unlike broad-spectrum anti- 
bioties, Erythrocin is classed as a bactericidal antibiotic. 


INDICATIONS: Against staph-, strep- and pneumococci. Especially useful when patients are allergic to 
penicillin or other antibiotics. posace: For children, 30 mg. /Kg. per day. Adults, 1 to 2 Gm. daily, 
depending on severity of infection. supruEp: in 60-cc., pour-lip bottles, Each 5-ce. teaspoonful 
represents 200-mg. of Erythrocin activity. Obbott 
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CRYTHROMYOIN ETHYL SUCCINATE, ABBOTT 


: | If he needs nutritional support... 


he deserves 


GEVRAL 


Vitamin-Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 
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PRODUCTS OF DISTINCTION FROM THE PURDUE FREDERICK COMPANY 


-Cerumenex proBuacot Senokot 


DROPS LIQUID 


TABLETS / GRANULES 


cholecystokinetic-cholagogue action 
For easy, safe, Specifically 
painless removal designed 
of ear wax— for therapeutic and 
without prophylactic 
instrumentation management 
of dyspepsia and 
food 
intolerance 


Assures bowel 
| correction 
and rehabilitation 
because it “... acts 
in a way almost 
indistinguishable 
Proved clinically 
fective from the norma 
e 
: physiologic 
(95.0 per cent) Aas 
without 
of 4,695 patients cholecystokinetic- aoe 
(ages didliiasiinn mucosal irritation due 
to chemical contact 
3 months to 83 years) ‘ProBilagol’ provides 
with excess prompt gallbladder without 
or impacted cerumen evacuation, ineompatibilities 
For patient convenience and econ- ° : 
omy, prescribe ‘Cerumenex’ Drops prolonged relief, to antacids = d 
in the regular 15 ce. bottle, pack- safety other medications 
aged with cellophane wrapped 
blunt-end dropper. extreme palatability Supply: Tablets, small and 
easy to swallow, 
+Complete bibliography in bottles of 100. 
available on request of Granules, cocoa-flavored, 
a uid ounces. 


in 8 and 4 ounce canisters. 


1. Herland, A. L., Lowenstein, A.: Quart, 
Rev. Surg. Obst. & Gynec. 14:196 (Dec.) 1957 


WITH CHLONBUTANOL 0.5% *SRAND OF TRIETHAWOLAMINE PoLY~ 
PEPTIDE CLEATE-COMDENSATE U.S. AND FOREIGN PATENTS PENDING 


PROSILAGOL D-GLUCITON 


HOMATROPINE METHYLOROMIDE, 
PURDUE FREDERICK 


SenonotsramoanoizeD CONCENTRATE OF TOTAL ACTIVE PRINCIPLES 
OF CASSIA ACUTIFOLIA PODS. PURDUE FREDERICE 


@) The Purdue Yrederich Company DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 


NEW YORK 14, N.Y. | TORONTO 1, ONTARIO 


©Copyright 1959, The Purdue Frederick Company ae 
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ONE OF THE 
MOST 


SIGNIFICANT 
IMPROVEMENTS 


ANTACID 
THERAPY 


SINCE THE INTRODUCTION OF ALUMINUM HYDROXIDE 
IN 1929 


CREAMALIN 


ANTACID TABLETS 


1. Neutralizes acid faster (quicker relief) 

2. Neutralizes more acid (greater relief) 

3. Neutralizes acid longer (more lasting relief) 
4. No constipation - No acid rebound 

5. More pleasant to take 
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Quicker Relief - Greater Relief 


Acid neutralization with 10 leading antacid tablets* 
(per gram of active ingredient) 


ALIN tablets 
new 


8 
mi. 0.1 N HCI 


260 a 


0 MINUTES 
10 20 30 40 50 60 


Tablets were powdered and suspended in distilled water in a constant temperature container (37°C) equipped with mechanical 
stirrer and pH electrodes. Hydrochloric acid was added as needed to maintain the pH at 3.5. Volume of acid required was 
recorded at frequent intervals for one hour. 


* Hinkel, E. T., Fisher, M. P. and Tainter, M. L.: A new highly reactive aluminum hydroxide complex for gastric hyperacidity. To be published 
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More Lasting Relief 


Duration of action at pH 3 to 5* 


(per gram of active ingredient) : 

MINUTES 
10 
new CREAMALIN 
tablets 

sd = 9 widely prescribed 3 

antacid tablets 
Hee j 


*Hinkel, E. T., Jr., Fisher, M. P. and Tainter, M. L.: Anew highly reactive aluminum hydroxide complex for gastric hyperacidity. To be published. 


**oH stayed below 3 


No chalky taste. New CREAMALIN tablets are not 
chalky, gritty, rough or dry. They are highy pal- 
atable, soft, smooth, easy to chew, mint flavored. 


HO OH OH Oo 

HO OH OH 


n is at least 1 and averages less than 6. X is a cation. 


« NO ACID REBOUND + NOCONSTIPATION + NO SYSTEMIC EFFECT 


Com position:Each Creamalin Antacid Tablet contains $20 mg. specially processed, highly 
reactive, short polymer dried aluminum hydroxide gel, stabilized with hexitol, 
with 75 mg. magnesium hydroxide. 


Adult Dosage: Gastric hyperacidity — 2 to 4 tablets as necessary. Peptic ulcer or 
gastritis — 2 to 4 tablets every two to four hours. Tablets may be chewed, swallowed with 
water or milk, or allowed to dissolve in the mouth. 


Supplied: Bottles of 50, 100, 200 and 1000. 


LABORATORIES NEW YORK 18, NEW YORK 
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What your Patients can Expect from 
PEOPLES DRUG STORES 


Prescription Departments— 


Complete, up-to-date stock of the most mod- 
ern drugs, as well as all the older drugs now 
being prescribed. 


Only fresh, high-quality drugs are used in 
filling their prescriptions. 


Every prescription is checked, not once, but 
twice, to assure the utmost in accuracy and 
safety. 


@ = They can rest assured that their prescription 
/ is filled exactly as the physician prescribes. 


@ They always pay a fair price for prescrip- 

tions at Peoples, because of the unique price 
schedule in use in all of our stores. Volume buying, 
plus this up-to-the-minute price schedule, often enable 
us to pass along substantial savings to your patients. 


DRUG STORES 


OPEN 
24 Hours a Day 


RICHMOND, VIRGINIA 
Boulevard and Broad Streets 
EL 9-2497 
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3. Veratrite* 


Prescribed with confidence 8,863,769 times Veratrite continues Each VERATRITE tabuie contains: 
to be the antihypertensive of choice for treating geriatric patients. —_ “"7tenamine (tannates) 40 C.S.R.° Units 
Veratrite effectively reduces blood pressure through action 
on the sympathetic nervous system, without detriment to the *Carotid Sinus Retiex 
cardiac output. 


IRWIN, NEISLER & CO. e DECATUR, ILLINOIS 
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HER concepts 


of 


cleansing 
have 
changed... 


Today she would prefer 


TRICHOTINE® 


for her most personal cleansing 


Every Virginia Doctor Should 
Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
By B. BLanTon, M.D. 


Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.00 
(formerly $9.75) 


Order through 


Medical Society of Virginia 
1105 West Franklin Street 
Richmond, Virginia 
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JUST ONE’ TABLET DAILY 


provides therapeutic levels ... for 24 hours... 
with low incidence of sensitivity reactions . 
WHENEVER SULFAS ARE INDICATED 


KYNEX 


Sulfamethoxypyridazine Lederie 


0.5 Gm. TABLETS /NEW A ACETYL PEDIATRIC SUSPENSION 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Peart River, New York 
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X-tra value x-ray 


there’s no delay the G.E. way 


Dealing with General Electric is like 
owning your own complete warehouse 
of x-ray supplies. You get fast action 
on every order from any of 68 strate- 
gically located factory-operated offices. 

No need for “scatter-buying” from 
several different sources. Get every- 
thing you need by “shopping” the 
complete selection of products listed 
in the G-E X-Ray Supply and Acces- 
sory Catalog. 

For complete details contact your 
G-E X-Ray representative listed below. 


Progress Our Most Importent Prodvct 
GENERAL @ ELECTRIC 


DIRECT FACTORY BRANCHES 
BALTIMORE 


3012 Greenmount Ave. + HOpkins 7-5340 


NORFOLK 
218 Flatiron Bldg. + MAdison 5-0561 


RICHMOND 
3425 W. Leigh St. + ELgin 9-5059 


EXAMPLE: 


Continuous cash savings — with G-E 
SUPERMIX® film processing chemicals, 
today’s lowest-priced quality solutions. 
Convenience packaged, too, in tough, 
knock-about plastic containers—developer, 
fixer, refresher and fixer-neutralizer in 
graduated polyethylene bottles that mix a 
gallon. (And so lightweight they’re a joy 
to handle.) 


ROANOKE 
115 Albemarle St., S.E. + Dlamond 3-6209 


WASHINGTON, D. C. 
806 15th St., N.W. + STerling 3-2546 
RESIDENT REPRESENTATIVE 


LYNCHBURG 
M. C. TAYLOR, 2455 Rivermont Ave. + Phone 2-6776 
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YOUR concepts of 


cleansing have 
changed... 


Detergents are the modern, efficient way of 
cleansing. They provide greater surface activity 
and assure effective penetration. 

Trichotine is the modern detergent vaginal 
douche. Unlike vinegar or low pH douches, 
Trichotine cuts through viscid leukorrheal dis- 
charge and allows complete penetration of its 
healing and soothing ingredients. Trichotine is 
bactericidal and promotes epithelization. It 
offers quick relief from pruritus, and its re- 
freshing, soothing action is reassuring even to 
your most fastidious patients. 


in vaginitis—vulvovaginitis—cervicitis—pruritus vulvae— 
postcoital and postmenstrual hygienic irrigation 


TRICHOTINE” 


write for somoles and literature to THE FESLER COMPANY. INT. « 375 Fairfield Ave., Stamford, Conn. 


If they need nutritional support... 


they deserve 


GEVRAL 


Vitamin- Mineral Suppiement vec Leverie 


CAPSULES—14 VITAMINS—1] MINERALS 
AMERICAN CYANAMID COMPANY, Poa River, Now York <Zedorda) 
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Component and Other Medical Societies in Virginia 


(Officers and Others are Requested to Notify the Monthly of Changes) 


SOCIETY PRESIDENT SECRETARY TIME OF MEETING 
Accomack County --..__....--. Joseph L. DeCormis, Accomac--Dr. J. C. Doughty, Quarterly 
Albemarle County Byrd S. Leavell, Charlottesville. W. Copley McLean, Charlottesville. Monthly 
...James M. Moss, Alexandria_...Robert K. Wineland, Alexandria__._. Monthly 
Alleghany-Bath Counties ...... T. R. Warren, Clifton Forge....George N. Chucker, Clifton Forge_.Bi-Monthly 
Arlington County -....... J. Sheehy, Arlington...Howard O. Mott, Arlington Monthly 
Augusta County ............... B. K. Weems, Waynesboro.__..W. S. Smith, Waynesboro__-.._..._ Quarterly 
Bedford County L. Rucker, O. B. Darden, Quarterly 
Botetourt County M. S. Stinnett, E. L. Coffey, 
Buchanan-Dickenson Counties ..J. C. Moore, Grundy__---------- J. S. Richardson, Grundy-__-.-.----- Monthly 
Charlotte County Stuart Wilson Tuggle, Keysville. Thomas Watkins, Drakes Branch--- 
Culpeper County ............_. J. Bernard Jones, Culpeper....James P. Baker, Culpeper_..._.---- Monthly 
Danville-Pittsylvania Samuel Newman, Samuel Atkins, Monthly 
Fairfax County  .............. T. E. O’Brien, Falls Church....John Prominski, Falls Church_-__-- Monthly 
Fauquier County __Evan H. Ashby, Jr., Remington. James L. Dellinger, Monthly 
Robert Keeling, South Hill  __.Clyde W. Vick, Jr., Petersburg_-..Five times a year 
Fredericksburg D. W. Scott, Jr., Fredericksburg.J. E. Grimes, Quarterly 
Halifax County ............... G. L. Wilkinson, South Boston.__L. W. Roberts, South Boston__..__ Quarterly 
Frank Kearney, III, Hampton..Helen Dorsey, Quarterly 
Maaever County John D. Hamner, Jr., Ashland_.Claude K. Kelly, Mechanicsville---- 
W. M. Phipps, W. P. Youngblood, Hopewell------ Monthly 
J. H. Yeatman, Fork Quarterly 
Beryl H. Owens, Rose Hill_-.-- H. A. Kinser, Pennington Gap_---- Quarterly 
Leudoun County -............. S. S. Morrison, J. W. Gibson, Middleburg Monthly 
Griffith B. Daniel, Louisa_______ A. R. Southall, Only call meetings 
G. B. Craddock, Lynchburg__._._E. F. Somers, Monthly 
Medical Society of Virginia_._..Walter P. Adams, Norfolk_____ R. I. Howard, Richmond_----...--- Roanoke Oct. 4-7 
EE A. W. Lewis, Jr., Aylett_...--- M. H. Harris, West Point_.....---- Quarterly 
J. W. Massey, Newport News_----- Monthly 
Norfolk County K. K. Wallace, Meyer Krischer, Norfolk Semi-Monthly 
Northampton County ---....... John R. Mapp, Nassawadox____ William F. Bernart, Nassawadox__- Quarterly 
Mecthera Paul Pearson, Harvey Goode, Jr., Kilmarnock__--- Quarterly 
Northern Virginia _.........-- G. R. Waterman, Woodstock_... Dennis P. McCarty, Front Royal_..-Three times a year 
County H. C. McCoy, Gordonsville____- R. S. LeGarde, Call Meetings 
Patrick-Henry Counties E. M. McDaniel, Martinsville... Bate C. Toms, Jr., Martinsville__--- Quarterly 
Paul W. Robinett, Portsmouth._.Harry D. Cox, Monthly 
Princess Anne County_.._ J. A. White, Virginia Beach_.__J. P. Charlton, Virginia Beach----- Monthly 
T. W. Murrell, Jr., Richmond__ Patty R. Boatwright, Richmond ----Semi-Monthly 
Alexander McCausland, Roanoke_R. F. Bondurant, Monthly 
Rockbridge County Brooke B. Mallory, Lexington._.O. Hunter McClung, Lexington___. Monthly 
Rockingham County J. E. Wine, Harrisonburg J. T. Hearn, Penn Quarterly 
Robert F. Gillespie, Lebanon__..W. A. Davis, 
W. L. Griggs, Jr., Gate City__..G. C. Honeycutt, Jr., Gate City....Monthly 
0. O. Smith, Jr., R. D. Campbell, Quarterly 
Southwestern Virginia __..__._._.J. Glenn Cox, Hillsville____---- M. A. Johnson, III, Roanoke-_------ Semi-annually 
W. A. Cover, Rufus Brittain, Quarterly 
J. W. Lambdin, Franklin_____- Irwin H. McNeely, Franklin. Quarterly 
W. R. Jordan, Richmond_------ R. B. Davis, Greensboro, N. October 
Va. Acad. Gen. Practice__--..-- W. Linwood Ball, Richmond___._R. B. McAllister, Richmond_--_----- Richmond May 7-10 
Va. Sec. Amer. Col. Chest Phys..S. M. McDaniel, Jr., Norfolk_.George Ewart, Richmond_-_-_--.-~-.-- October 
Va. Sec. Amer. Col. Phys.__._-- R. Earle Glendy, Roanoke-_-_--_-_- William H. Harris“ Jr., Richmond__ October 
Va. Diabetes William R. Jordan, Richmond__L. J. Sheppard, Semi-annually 
W. C. Winn, Brock D. Jones, Jr., Norfolk.....- October 
Va. Orthopedic G. G. Hollins, Jr., R. H. Fisher, Spring & October 
Harry D. Cox, O. Watts Booth, Newport News_---~ October 
Va. Peninsula Acad. Medicine__._E. S. Roberts, Kecoughtan-____- M. F. Sherrill, Newport News------ a except June, July 
ug. 
Va. Neuropsychiatric Soc.______ W. M. Tucker, Richmond ------- W. D. Buxton, Charlottesville... Semi-annually 
Va. Soc. Anesthesiology_-_ Lewis E. Mangus, Alexandria__._Campbell Harris, Jr., Richmond__.._Semi-annually 
Va. Soc. of O. L. & O.__.-..28. Calvin T. Burton, Roanoke----- M. K. Humphries, Jr., 
Va. Soc. of Pathology___..___- Robert Fauleoner, Norfolk_-_--- George J. Carroll, Suffolk__-......- Quarterly 
Edmund Horgan, Winchester_.. Robert Payne, Jr., October 
Va. Urological Soc.....-....-__ F. S. Beazlie, Jr., 
Mewport News —............. Frank N. Buck, Jr., Lynchburg-_---October 
Washington County S. E. Miller, James M. Suter, Monthly 
Williamsburg-James City ...... Janet Kimbrough, Williamsburg_Robert E. DeBord, ws ee except for June, July 
ug. 
«--Seorge E. Snead, William Schmidt, Big Stone Gap... Every other month 
except Aug. 
Wythe-Bland -.............--.. E. C. Lanz, Wytheville___.._..___S. W. Huddle, Rural Retreat___.__- Every other month 
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uf you too 
are disappointed in 
the multitude of new 


the many doctors 

who are returning to 
reliable, tume-proven, 
consistently dependable 


Haimased 


for control of hypertension 


Samples of Haimased on request from 


THE TILDEN COMPANY PDR 


New Lebanon, N. Y. 


PAGE 825 
Oldest Manufacturing Pharmaceutical House in America 


Founded 1824 
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SPONTIN IN SERIOUS 


A Special Report from Abbott 
to the Medical Profession 


on a Year’s Clinical Experience 
with SPONTIN® 


(Ristocetin, Abbott) 


In a Spanish province, a patient lay dying of 
endocarditis. A short wave radio appeal for 
SPONTIN was intercepted by a Baltimore physi- 
cian. The antibiotic was immediately flown to 
this faraway land, and 10 days later—the patient 
had recovered. 


In Chicago, a moribund patient had been 
administered 18 combinations of 10 different 
antibiotics without success. Involved was a hos- 
pital-acquired staphylococcal pneumonia — plus 
complications. SPONTIN was substituted and the 
patient lived. 


A five-week-old infant was critically ill with 
staphylococcal enteritis. Treatment failures in- 
cluded erythromycin and chloramphenicol. Three 
days of SPONTIN saved this life. The list is long 
and impressive and it grows daily. 


Recently, a study' was made of serious and 
resistant staphylococcal infections reported to 
Abbott Laboratories. Many of these cases had 
serious complicating diseases—many were mori- 
bund, or almost so, at the time SPONTIN was 
started. Yet, out of the 160 staphylscoccal cases 
studied, 93 were reported cured and 38 improved 
after the administration of SPONTIN. 


Out of the total of 251 patients with severe 
infections caused by gram-positive or mixed or- 
ganisms, 149 were reported cured and 53 others 
improved. And the record for pediatric practice 
was every bit as good. 

Additionally, SPONTIN continues to exhibit ex- 
ceptional bactericidal activity against coccal in- 
fections*. And, according to another study, 
SPONTIN provides successful short-term therapy 
in endocarditis*. 


Only last October, at the Antibiotics Sym- 
posium in Washington, D. C., a panel of six 
leading antibiotic experts placed SPONTIN 
at the top of all other commercially-available 
antibiotics for treating serious staphylococcal 
infections. Also, six papers—all dealing with the 
effectiveness of ristocetin (SPONTIN®) in treating 
staphylococcal infections—were presented at the 
Symposium. 

One of the most encouraging aspects of the 
year’s literature on SPONTIN is the increasing 
testimony to its safety. As the months have 
passed and cases have accumulated by the hun- 
dreds, it has become apparent that careful atten- 
tion to dosage recommendations has practically 
eliminated toxicity and side effects as serious 
obstacles to therapy. Also, recent improvements 
have been made in the manufacture of SPONTIN; 
the drug is now made from pure crystals. 

A recent report* in the Journal of the Ameri- 
can Medical Association concluded, “It is our 
opinion that, if proper precautions are observed, 
ristocetin is a [well tolerated] and potent agent 
to employ in the treatment of staphylococcal 
infections.” And in another study, after success- 
fully treating 28 patients with a variety of 
staphylococcal infections, the authors reported®, 
“No serious complications were noted.” 

Few more dramatic records have been written 
in such a shortspace of time. SPONTIN has proved 
itself to be a good answer, perhaps the best 
answer at present, to the resistant staphylococcal 
problem — and of real value in other serious 
coccal infections. It may well be your answer 


when you're confronted 


with a serious infection. 
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STAPHYLOCOCCAL INFECTIONS 


Excerpts from 
Reports Read at the 


Antibiotics Symposium 


Spontin In Treating Severe Respiratory Infections 
—‘“In 13 of 20 patients the results were excellent, 
with clinical response being evident within one to 
four days after institution of therapy. In three addi- 
tiona! patients, there was some degree of improve- 
ment in pneumonic processes superimposed on 
tuberculosis in two cases and on pulmonary neo- 
plasm in one. In all other cases, serious antecedent 
pathology undoubtedly influenced the negative or 
equivocal response to ristocetin therapy.®” 


Spontin In Treating Staphylococcal Infections—After 
successfully treating 28 patients, the authors wrote, 
“Ristocetin or Spontin has proved to be bactericidal 
and bacteriostatic, particularly for the Staphylo- 
coccus aureus, which is often resistant to many 
other antibiotics.5” 


Spontin In Treating Seven Difficult Cases — “Risto- 
cetin has produced excellent results in eradicating, 
mitigating or preventing infection in seven selected 
difficult cases. Six of the seven cases involved 
Staphylococcus aureus which did not respond to 
chemotherapy with other antibiotics.*” 


Spontin Blood Levels In Children —“Ristocetin was 
administered as a single intravenous injection of 
12.5 milligrams per kilogram. This resulted in 
serum levels ranging from 1.3 to 10.6 mcg. after 
two hours with a gradual fall to a level of 0.7 mcg. 
per cubic centimeter or less after 12 hours.*” 


Spontin In Treating Staphylococcal Pneumonia 
—“Ristocetin was used in the treatment of 24 pa- 
tients with staphylococcal pneumonia, 17 of whom 
had failed to respond to previously administered 
antibiotics. Complete clearing of pneumonitis was 
obtained in 16 patients and significant improvement 
occurred in two others. Two patients died of pneu- 
monia; four others succumbed to other lethal dis- 
eases.°” 


Spontin In Treating Children and Adults — “Risto- 
cetin completely controiled severe staphylococcal 
infections in 11 adults and six children who received 
adequate therapy.!”” 


1. Totals represent published reports and personal communica- 
tions to Abbott Laboratories. 


2. Sixth Annual Symposium on Antibiotics, Washington, D. C., 
Oct. 15, 16, 17, 1958. 


3. Romansky, M. J., and Holmes, R., Successful Short-Term 
Therapy of Enterococcal and Staphylococcal Endocarditis 
with Ristocetin—Seven Patients. Preliminary Report, Anti- 
biotics Annual, 1957-58, p. 187. 


4. J. A. M. A., 167:1584, July 26, 1958. 


. Bush, L. F., et al., The Use of Ristocetin (Spontin) in Staph- 
ylococcal Infections, In Press, Antibiotics Annual, 1958-59, 


6. Billow, F. J., et al., Clinical Observations on Ristocetin—A 
Preliminary Report on its Efficacy and Toxicity in 20 Un- 
selected Severe Respiratory Infections, In Press, Antibiotics 
Annual, 1958-59. 


~ 


. Miller, J. M., et al., Ristocetin in the Treatment of Seven 
Selected Difficult Cases, In Press, Antibiotics Annual, 1958-59. 


8. Asay, L. D., et al., Ristocetin Serum Levels in Children, In 
Press, Antibiotics Annual, 1958-59. 


9. Schumacher, L. R., et al., Experiences with Ristocetin in 
Staphylococcal Pneumonia: Observations in 23 Cases, In 
Press, Antibiotics Annual, 1958-59. 


10. Terry, R. B., Ristocetin in Children and Adults, In Press, 
Antibiotics Annual, 1958-59. 


Your patient has a wide choice of 
unseasoned, strained or chopped foods 


The Low 
Residue Diet 


Cunsommé can be served jellied or hot. Puréed 
vegetables folded into well-beaten egg can be 
baked te a puff. Chopped beef moistened with 
broth and mixed with bread crumbs shapes into 
patties. Eggs can be soft or hard-cooked by 
simmering. Flaked fish in lemon gelatin looks 
true to nature when your patient uses a mold. 


For banana-split salad he can try cottage 


United States Brewers Foundation <A 
Beer — America’s Beverage of Moderation 


—and may we 
remind you that 
a glass of beer 
can make low- 
residue diets more 


palatable? 


cheese on banana and top with puréed apricots. 
Rice cooked in pineapple juice, water and sugar 
makes a golden dessert. For a parfait, try layers 
of farina pudding and puréed plums. 

Of course, you'll tell your patient just which 
foods you want him to have—and whether he 
can enjoy a glass of beer* with his meals. 


*pH—4.3, 104 Calories/8 oz. glass (Average of American Beers) 


4, 
Seou™ 


If you'd like reprints of this and 11 other diets, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17, .N. Y. 
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Flaked Fish | Rice Dessert 
Meat. Petttios Vegetable Lif | 
| Forint Banana. Gala 


A workhorse 
“mycin” 

for 

common 

infections 


respiratory infections 


prompt, 
high blood levels 


consistently 
reliable 

and reproducible 
blood levels 


minimal 


adverse reactions 
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With well-tolerated CYCLAMYCIN, you will find 
it possible to control many common infections 
rapidly and to do so with remarkable freedom 
from untoward reactions.CYCLAMYCIN is in- 
dicated in numerous bacterial invasions of the 
respiratory system—iobar pneumonia, bron- 
chopneumonia, tracheitis, bronchitis, and other 
acute infections. It has been proved effective 
against a wide range of organisms, such as 
pneumococci, H. influenzae, streptococci, and 
many strains of staphylococci, including some 
resistant to other “mycins.” Supplied as Cap- 
sules, 125 and 250 mg,., vials of 36; Oral 
Suspension, 125 mg. per S-cc. teaspoonful, 
bottles of 2 fi. oz. 


Triacetyloleandomycin, Wyeth 
ry 


i Conforms to Code for Advertising 


® 
Philadelphia 1, Pa. 
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CATASTROPHIC HOSPITAL AND NURSE EXPENSE 
and 
PROFESSIONAL OVERHEAD 


From time to time members have brought to our attention the 
existence of various plans of personal insurance sponsored by one or 
more Associations. As a result your Insurance Committee has inves- 
tigated various contracts available. Accordingly, The Medical So- 
ciety of Virginia is pleased to announce its own approved plans of 
personal insurance underwritten by the American Casualty Com- 
pany, Reading, Pennsylvania. 


Beyond question our Program is one of the broadest and most com- 
prehensive of any sponsored by a professional association. All 
members under age 70 in active full time practice and their de- 
pendents are eligible to apply. 


Customarily, a minimum requirement of 50% participation of the » 
eligible membership is necessary to waive underwriting and accept 
all who apply. Under our Society’s Program we need only 500 ap- 
plications under each plan to achieve this vital concession. Therefore, 
we urge that you carefully consider the brochures that were mailed 
you and return your applications as early as possible to the admin- 
istrator, David A. Dyer, Medical Arts Building, Roanoke. 


Our Program is truly outstanding, and we anticipate an overwhelm- 
ing response. Please act now. It is your approved plan. 


AnpbreEw F. Gresen, M.D., Chairman 
Insurance Committee 
The Medical Society of Virginia 
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For the patient who does not require steroids 


PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 


In each enteric-coated tablet: 


Sodium salicylate U.S.P.....0.3 Gm. (5 gr.) 
Sodium 

para-aminobenzoate ......0.3 Gm. (5 gr.) 


or for the patient 
who should avoid sodium 


PABALATE® - Sodium Free 
Pabalate, with sodium salts 


replaced by potassium salts. — 


In each enteric-coated tablet: 


Potassium salicylate ..........0.3 Gm. (5 gr.) 

Potassium 
para-aminobenzoate ......0.3 Gm. (5 gr.) 
_ 50.0 mg. 


Your difficult rheumatic patient... 


through effective relief and rehabilitation 


For the patient 
who requires steroids 


PABALATE®-HC 


(PABALATE WITH HYDROCORTISONE) 
Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage... satisfac- 
tory remission of rheumatic 
symptoms in 85% of patients 
tested. 


In each enteric-coated tablet: 


Hydrocortisone (alcohol) ............ 2.5 
Potassium salicylate 0. 
Potassium para-aminobenzoate.. 0. 


PABALATE PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA « Ethical Pharmaceuticals of Merit since 1878 
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..they deserve 


GEVRAL 


Vitamin-Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


Each 
Vitamin Bi with AUTRINIC® 

Intrinsic Factor Concentrate . . 1/15 U.S.P. Unit 
Thiamine Mononitrate(Bi)......... mg. 
Pyridoxine HCI (Bs) . 
Ca Pantothenate ...... 
Choline Bitartrate. . . . . 
Vitamin E (as tocopheryl acetates)... 101.0. 
\-Lysine Monohydrochioride ........ 25mg. 
Ferrous Fumarate... . . 
Iron (as Fumarate)... 10mg 
Phosphorus (as CaHPQ,). . . «122 mg. 
Boron (as Na2B,0;. 10H20) 
Manganese (as MnQ2). . . 1 mg. 
Magnesium (as MgO) 1 mg. 
Potassium (as . 5 mg. 


LEDERLE LABORATORIES, a Division of AMERICAN 
CYANAMID COMPANY, Peari River, New York 


INDEX TO ADVERTISERS 
12-13, 30-31, 74-75, 88-89 Richmond Hotels 67 
Brayten Pharmaceutical ----------- 49 Rucwer, Marvin 67 
Catastrophic Hosp. & Nurse 92 72 
Gill Memorial Eye, Ear and Throat Hospital, Inc.___~------ 57 State Board of Medical Examiners, The-_________________-- 62 
10, 14-15, 38, 44-45, 59, 60, 62, 63, 67, 68, 71, 76, 83, 85, 94, 96 United States Brewers Foundation_.......__..____--.__---. 90 
Parke, Davis & Company.----. --------------- Second Cover-3 39-40 
People’s Service Drug 81 
Company, 17 Williams Printing 66 
Richmond Eye Hospital—Richmond Ear, Nose and Winthrop Laboratories --...--..----.--------- 9, 19-22, 78, 79-80 


94 


VircintA MepicaL MONTHLY 


| 
If they need nutritiong 
— 
ae 


Story Kent 


How Lorillard research produced 
a cigarette with less tars and nicotine 
than any other leading filter brand 


A major research foun- 
dation, under Lorillard 
sponsorship, determined 
that the average puff of 
cigarette smoke con- 
tained over 12 billion 
semi-solid particles. Fur- 
ther research revealed 
that inhaled smoke from 
ordinary cigarettes has a 
predominant proportion 
of particles, from 0.1 to = 

1 micron in diameter, 


smoke. This is the 
““MICRONITE”’ Filter. 


The Kent filter is com- 
posed of pure cellulose 
acetate, which is common 
to the filters used in all 
leading brands. However, 
the physical construction 
of the Kent filter is the 
exclusive development of 
; Lorillard research, and is 
J different from and supe- 


average 0.6 micron. 

Ordinary filter fibers are so large that 
they create spaces through which the 
small semi-solid smoke particle can easily 
pass. However, in the superior Kent 
filter, the fibers are mechanically manip- 
ulated in such a manner as to create 
extremely tortuous passageways for the 


rior to all the rest. 


Thus, Lorillard research created a filter 
of ideal purity, with extraordinary ability 
to eliminate smoke particles...and at the 
same time, a cigarette of such fine taste 
that during the past twelve months more 
smokers changed to Kent than to any 
other cigarette in America. 


Of all leading filter cigarettes 


KENT FILTERS BEST 


You get less tars and nicotine in the smoke of Kent 
than in any other leading filter cigarette in America 


if you would like for your own use the 
booklet, “The Story of Kent," write to: 


VoLuME 86, ApriL, 1959 


P. Lorillard Company, Research Department 


200 East 42nd St., N.Y. 17, N.Y. 
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(120 mg.); caffeine 30 mg.); 
citrate (25 mg. 


to prevent the sequelae 
| bronchitis develops as a serious bacterial complication in 


*‘Deaner’ must not be confused with tran- 
quilizing or sedative drugs which may 
aggravate depression. On the contrary, 
“Deaner’ is often used to counteract drug- 
induced depression. 


“‘Deaner’ is valuable as an emotional 
normalizer in many situations other than 
depression, such as behavior problems 
with agitation. Nor should ‘Deaner’ be 
considered an ordinary stimulant. Its 
gentle action differs from that of other 
stimulants in that it leads to increased 
useful energy and alertness without the 
undesirable side effects of the ampheta- 
mine-like drugs. 


Literature and bibliography available upon request. 


Deaner a totally new molecule, offers a new 
type of alleviation in depression, fatigue states 
and many other emotional disturbances. 
Its physiologic effectiveness as a safe central 
nervous system stimulant is attributed to its 
activity as a probable precursor to acetyl- 
choline. 


Deaner leads to better ability to concentrate, 
increased daytime energy, sounder sleep 
(with less sleep needed), and a more affable 
mood. 


Deaner acts gently, gradually, and its effects 
are prolonged... without causing hyperirrita- 
bility... without loss of appetite...without 
elevating blood pressure or heart rate... 
without sudden letdown on discontinuance. 


Deaner js valuable in the treatment of chil- 
dren, especially those whose performance is 
impaired by behavior problems, whose 
attention span is too short, and who are 
emotionally unstable, unpredictable, and 
unadaptable. 

Dosage: {nitially, 1 tablet (25 mg.) in the morning. 
Maintenance dose, 1 to 3 tablets; for children, 
l6 to 3 tablets. Three to four weeks of therapy 
may be required for maximum benefit. 


(Riker) Northridge 
California 
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“This should 
lift your spirits 


and make you 


feel better.” 


The menopausal patient in need of psychic support... the post- 
partum patient suffering the “baby blues” . . . the convalescent 
patient worried about her future health . . . these and many other 
patients will often benefit from the antidepressant, mood-lifting 
effect of 


D ® Tablets + Elixir 
S x alm” y Spansule* brand of sustained release capsules 


brand of dextro amphetamine plus amobarbital 


When the depressed patient is particularly listless and lethargic, she 
will often benefit from the gentle stimulating effect of 


Dexedrine® Tablets - Elixir - Spansule” capsules 


brand of dextro amphetamine 


Smith Kline & French Laboratories 
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